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Suicidal behaviour is a complex and multifaceted problem encompassing individual, 
social and environmental components. There is a plethora of studies examining the 
adverse psychological health effects of suicide bereavement, but high quality 
research in this area is still limited. However, the physical health consequences of 
both suicide and self-harm on family members is lacking. There is also a paucity of 
research exploring the specific support needs of people bereaved by suicide and 
people experiencing a family member’s self-harm, regardless of severity, both in 
the short and long-term.  
Methods 
This doctoral work adopted a mixed methods approach and comprised four studies. 
Study 1 was a systematic review of the physical and psychosomatic health 
outcomes of family members bereaved by suicide. Study 2 (Inc. a published 
protocol) was a mixed methods examination of the physical and psychological 
health outcomes of family members bereaved by suicide that was conducted using 
qualitative interviews and quantitative scaled data. Study 3 was a qualitative study 
exploring how suicide-bereaved family members experienced the inquest process. 
Study 4 was a qualitative examination of individuals’ experiences of a family 






The systematic review found tentative evidence that suicide-bereaved family 
members have an increased risk of a number of adverse physical health outcomes, 
including cardiovascular disease, diabetes and hypertension, compared to people 
bereaved by non-suicide deaths. The qualitative component of the mixed methods 
study indicated that intense grief reactions, including guilt, blame, anger and shame 
manifested in exacerbating and prolonging physical, psychological and 
psychosomatic difficulties. The quantitative component of the mixed methods 
study demonstrated that suicide-bereaved family members have elevated 
depression, anxiety and stress levels. The qualitative study exploring the impact of 
the inquest process identified a number of distressing and challenging aspects for 
family members, including the timing and setting of the inquest and hearing graphic 
evidence about their own family member and that of other people who died by 
suicide. Finally, the qualitative study exploring experiences after a family member’s 
high-risk self-harm indicated that the health impacts of experiencing multiple high-
risk self-harm acts is particularly marked compared to experiencing a single self-
harm act.  
Conclusion  
The doctoral work presented in this thesis is innovative in examining the impact of a 
family member’s fatal or non-fatal suicidal behaviour from multiple research 
methods. The health impact of family members experiencing fatal or non-fatal 
suicidal behaviour are broadly similar and require proactive facilitation of support 
by clinicians. The inquest process was often viewed as distressing by suicide-
xvi 
 
bereaved family members. The support needs of people experiencing a family 
member’s suicide or high-risk self-harm are similar and both groups would benefit 





















The current thesis involves an examination and exploration of the impact of suicide 
bereavement and high-risk self-harm on family members in Ireland, through a 
mixed methods approach. The impact of suicide bereavement was addressed in 
terms of psychological, physical and psychosomatic impacts on individuals up to 
three years following the death of a family member. In addition, suicide-bereaved 
family members’ experiences of the coroner’s inquest process was also explored. 
Chapter one begins with a brief discussion of the nomenclature of suicidal 
behaviour, along with a summary of the risk factors associated with suicide and 
self-harm. Chapter one also provides a literature review of the impact of fatal and 
non-fatal suicidal behaviour on family members, including its short-term and long-
term psychological, physical, psychosomatic and social functioning effects. Finally, 
this chapter also provides a discussion on postvention strategies after suicide and in 
the aftermath of self-harm, as well as a statement of the overall aims and 
objectives of the thesis. Chapter two describes the mixed methods design utilised in 
this thesis and also provides an overview of the quantitative and qualitative 
research paradigms. The rationale for choosing a mixed methods approach is also 
discussed, along with a presentation of its associated methodological 
considerations. The two theoretical frameworks used for this doctoral thesis, the 
Social Ecological Model and the Growing Flower Model of Reintegration after 
Suicide are also discussed. Chapter two also details the selection of the sample for 
studies 2, 3, and 4, as well as the techniques used for the analysis of the qualitative 
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and quantitative data. Chapters 3, 4, 5, 6 and 7 present four empirical studies, as 
well as a mixed methods protocol study as follows:  
Study 1: A systematic review of the physical and psychosomatic health outcomes in 
family members bereaved by suicide compared to family members bereaved by 
other causes of death (Chapter 3) 
Study 2: A mixed methods study exploring the physical and psychological health 
effects of suicide bereavement on family members (Inc. published protocol study, 
Chapter 4; full outcomes study, Chapter 5) 
Study 3: A qualitative study exploring how suicide-bereaved family members 
experienced the inquest process (Chapter 6) 
Study 4: A qualitative study exploring how people experienced a family member’s 
high-risk self-harm (Chapter 7) 
Following analysis of data from Study 2, it emerged that experiencing the inquest 
procedure was a major challenge for suicide-bereaved family members. Considering 
the limited research in this area, this led to Study 3. Each of the studies are 
presented in a fashion that is suitable for publication. Three of the five studies have 
been published to date. One study is currently under review with Archives of 
Suicide Research, while the other has been submitted to the International Journal 
of Qualitative Studies in Health and Well-being. The thesis concludes with a 
discussion integrating the main findings from each of the individual studies in a 
cohesive manner to provide a better understanding of the impact of experiencing a 
xix 
 
family member’s suicide or high-risk self-harm. The strengths and limitations of this 








Chapter 1. Background 
1.1 Chapter overview 
 
This chapter begins by providing an overview of the nomenclature of suicidal 
behaviour. Following on from this, an overview of the topic of suicide and self-harm 
and their associated risk factors is presented. An assessment of the current state of 
the literature on the impact of fatal and non-fatal suicide behaviour on family 
members is also presented. This review of the literature is separated into 
quantitative and qualitative research on the physical, psychological and social 
functioning impacts of (a) suicide, and (b) self-harm on surviving family members. 
Strategies for postvention for family members bereaved by suicide is also 
presented, along with a discussion of strategies to assist people in the aftermath of 
a family member’s self-harm. Finally, an outline of the overall aims and objectives 
of this thesis is given. 
1.2 Nomenclature of suicidal behaviour  
 
The field of suicidology has various terms to describe a range of behaviours 
encompassing self-harm with and without intent, degrees of lethality and 
underlying motives [1-3]. Terms used in the literature to describe intentional self-
harming behaviour include deliberate self-harm (DSH), suicidal self-injury, non-
suicidal self-injury (NSSI), self-directed violence and suicide attempt [3]. However, 
no uniform classification exists for suicidal thoughts and suicidal behaviours, which 
is problematic for research and practice [2]. Moreover, no standardised definitions 
of suicidal behaviour or lethality measures exist [4]. The International Classification 
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of Disease 10th Edition (ICD-10) groups all self-harm activities, including fatal and 
non-fatal acts together [4]. Therefore, self-harm can potentially include habitual or 
self-mutilating behaviours [4, 5]. NSSI has been added as a preliminary diagnosis 
within the Diagnostic and Statistical Manual 5th Edition (DSM-5). NSSI refers to the 
intentional destruction of one’s own body tissue (e.g., cutting, burning, hitting) 
without suicidal intent [6]. However, there have been significant debates about the 
usefulness of the term. Proponents argue that it addresses a topic with a high 
prevalence rate, while those who are against the term feel that it is incorrect to call 
a behaviour “non-suicidal” which is a clear risk factor for suicide attempts [7]. A set 
of definitions that are generalisable and explicit represent the best alternative [3, 
4]. 
The World Health Organisation has identified greater than a dozen terms 
used to describe intentional self-harming behaviour and have stressed the 
importance of consensus with regard to the definitions used to describe suicidal 
behaviour [3]. De Leo and colleagues [4] have devised a nomenclature for fatal and 
non-fatal suicidal behaviour (Figure 1). The key terms are written in bold, where 
specificity increases visually, from left to right. The figure starts by determining the 
main outcome, that is, is the individual alive or dead. Secondly, whether the 
behaviour was self-initiated is an important concern. Finally, whether there was an 
intention to die is included to complete the nomenclature. Following on from this 
recommended set of definitions, for fatal suicidal behaviour, only the term ‘suicide’ 
will be used for this thesis. For non-fatal suicidal behaviour, this thesis is solely 
concerned with high-risk self-harm. The term ‘self-harm’ will also be used 
throughout this thesis. High-risk self-harm can be defined as behaviour that could 
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have been lethal without intervention or by chance; and/or involved methods that 
are associated with an elevated risk of death, including hanging, jumping, and 
gunshot [8]. Strict criteria have been previously developed to identify cases of high-
risk self-harm according to the method of self-harm used [8]. These criteria specify 
that, for cutting to be considered high-risk, for example, the wound must have 
penetrated a body cavity or a major organ, or that the laceration caused veins or 
arteries to become severed or damaged [8]. Both those engaging in high-risk self-
harm with high suicidal intent and those with low suicidal intent were included in 
the current study for comprehensiveness. Suicidal intent for people engaging in 
high-risk self-harm was determined by the crisis nurse specialist or hospital 
consultant following a review of the self-harm act and the potential precautions 




































































1.2 Suicide  
Suicide is a complex phenomenon whose aetiology is driven by a multitude of 
factors. Suicide can be defined as the act of deliberately killing oneself [9]. To be 
considered a suicide, the act needs to be self-initiated and the person must have 
intended to cause their own death. Nearly 800,000 people die by suicide every year 
globally [10], with 22% of people being exposed to suicide during their lifetime [11]. 
Distal factors related to suicide include genetic loading or predisposition, 
personality traits such as impulsivity or aggression, and experiencing traumatic 
events in early life [12]. Proximal factors related to suicide include the presence of a 
psychiatric or physical disorder and the availability of means [12]. However, 
psychopathology cannot fully account for a death by suicide, but should be viewed 
as a contributory factor [13]. The rate of suicide in Ireland in 2015 was 9.7 per 
100,000, which is slightly lower than the global average of 10.7 per 100,000 for the 
same period [14]. Male suicides typically comprise about 80% of all suicides in 
Ireland, and therefore the male suicide rate (16.4 per 100,000) is much higher 
compared to the female rate (3.2 per 100,000) [15]. Risk factors for suicide can also 
be societal, as the recession and subsequent austerity in Ireland (2008-2012) had a 
significant negative impact on male suicide rates [16].  
1.2.1 Risk factors for suicide 
 
Many factors increase suicide risk, including, being male [17], a previous history of 
self-harm [18], psychiatric disorders [19], a family history of psychiatric disorders 
[17, 20], feelings of hopelessness [20], and co-morbid disorders [20]. Previous self-
harm increases the odds of dying by suicide to 4.84 (95% CI: 3.26-7.20), with risk 
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being most pronounced in the first six months since an episode of self-harm [21-
23]. Empirical research has concluded that one in every twenty-five people who 
present to a hospital with self-harm will take their own lives in the following five 
years [24]. Having an alcohol-related disorder increases the risk of suicide following 
a prior episode of non-fatal self-harm [25], with alcohol consumption present in the 
toxicology reports of 44% of suicides in Ireland during September 2008 and June 
2012 [26]. This time frame coincided with the economic recession and subsequent 
austerity measures which had a significant negative impact on male suicide rates in 
Ireland. Rates of suicide in men were 57% higher by the end of 2012 than if the pre-
recession trends (2000-2007) had continued [16]. 
Suicide of a family member also confers a significantly increased risk of 
dying by suicide [27, 28]. Twin, adoption and family studies have previously found 
that the aetiology of suicidal behaviour is at least partly explained by genetics, with 
possible contributions from environmental and familial stressors, as well as the 
intergenerational transmission of familial adversity [27]. Research on familial 
suicide risk is predominately related to parental and offspring risk, with those 
exposed to sibling suicide being less researched [29, 30]. However, there is some 
evidence to suggest that individuals bereaved by a sibling’s suicide are also at high 
risk of dying by suicide themselves [31, 32]. Offspring exposed to parental suicide 
and self-harm are also at increased risk of suicide themselves [33-35]. Exposure to 
parental suicide was associated with a 2.5-fold increase in suicide risk in offspring 
following adjustment for confounders [35]. Further, offspring of suicide decedents 
had a higher risk of suicide compared to offspring bereaved by a non-suicide death 
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(OR: 1.81, 95% CI: 1.56-2.10) [36]. This indicates that bereavement by both parental 
and sibling suicide represents a risk factor for suicide in surviving family members.  
However, the risk of suicide following suicide bereavement is not restricted 
to blood-related relatives [37-39]. Partners bereaved by suicide have an increased 
risk of incident mental disorders, higher rates of psychiatric admission after the 
death and an increased risk of suicide and all-cause mortality [39]. A number of 
potential explanations have been put forward to describe the likely pathways of 
this increased risk, including assortative mating based on the same traits and 
shared social adversity [37]. Therefore, the risk of suicide is not restricted to blood 
relatives, but extends to non-blood relatives also.  
1.3 Self-harm 
Self-harm is up to 10-40 times more common than suicide and has been recognised 
as an important risk factor for subsequent suicide [24, 40-42]. The rate of hospital-
treated self-harm in Ireland is 206 per 100,000 [43]. A previous history of self-harm 
is an important risk factor for future self-harm and suicide [24]. There were 11,485 
self-harm presentations in Ireland in 2016, involving 8,909 individuals  [43]. 
Similarly to previous years, peak rates in self-harm were amongst young females 
(15-19 years: 763 per 100,000) and young males (20-24 years old: 516 per 100,000) 
[43]. Since self-harm acts occur much more frequently than suicide deaths, the 
number of family members affected by self-harm is likely to be greater than those 
experiencing suicide bereavement. However, the exact number of family members 
affected by every self-harm act is unknown. Research also indicates that self-harm 
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rates are impacted by societal factors such as the recent economic recession and 
austerity measures in Ireland (2008-2012) [16].  
1.3.1 Risk factors for self-harm 
Non-fatal self-harm is more prevalent than suicide and confers a significant risk to 
both the individual and society with respect to suicide risk and morbidity, while also 
conferring a significant cost to health services [44, 45]. Societal risk factors for self-
harm include the global economic recession, as it impacted on rates of self-harm for 
both males and females in Ireland [16]. Rates of hospital presentations for self-
harm in 2016 were still 10% higher than pre-recession rates (2007) [43]. 
Psychological distress is a common risk factor for self-harm in the previous 12 
months (OR: 3.55; 95% CI: 2.06-6.14) and repetition of self-harm (OR: 4.97; 95% CI: 
1.08-22.9) [46]. Factors that have a consistent association with repetition of self-
harm include personality disorder, hopelessness, history of psychiatric treatment, 
alcohol/drug abuse/dependence, and living alone [44]. Familial clustering of suicidal 
behaviour has been shown to occur in young people engaging in self-harm. Sibling 
(OR: 3.4; 95% CI: 2.8-4.1), maternal (OR: 2.7; 95% CI: 2.5-3.1) and paternal (OR: 1.9; 
95% CI: 1.7-2.1) self-harm were among the strongest risk factors for youth self-
harm [29]. A large population-based cohort study indicates that self-harm in both 
parents doubles the risk of offspring self-harm when compared to having one 
parent who has self-harmed [47].  
Specifically, psychological risk factors for high-risk self-harm include 
hopelessness, perceived loneliness, current mood disorder and neuroticism [48-50]. 
Previous self-harm, low self-esteem, interpersonal and communication difficulties 
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are also strongly related to high-risk self-harm [48, 49]. The risk of repeated self-
harm is highest within the first week of discharge [25]. Other risk factors include 
hopelessness, being admitted to a psychiatric hospital in the year prior to the index 
self-harm act, being female, being aged 30-40 years and having any mental health 
or alcohol-related diagnosis [25, 50].  
1.4 Impact of suicide on family members 
 
The review of the literature pertaining to the psychological, physical, 
psychosomatic, and the social functioning impact of suicidal behaviour on family 
members will be discussed separately for quantitative and qualitative research. The 
rationale for this decision is that, to date, the field of suicidology has been 
dominated by an almost exclusive use of quantitative research methods [51, 52]. 
Therefore, it is important to highlight the overall contribution of quantitative and 
qualitative research to suicidology. This division is for practical reasons only and 
does not reflect the author’s epistemological or ontological viewpoint. For the 
purposes of this research, psychosomatic health impacts are defined as subjective 
physical complaints (e.g. headache, stomach ache, backache, dizziness) and 
psychological complaints (e.g. feeling low, irritability, nervousness, difficulty in 
getting to sleep) without any known organic disease [53].  
1.4.1 Psychological health impacts 
Qualitative research 
In comparison to quantitative research, there is relatively little qualitative research 
exploring the psychological health impacts of suicide bereavement on family 
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members. The existing qualitative literature gives a broad overview of some of the 
initial reactions to suicide, including extreme sadness, longing for the deceased, 
guilt, fear, blame, shock, disbelief, anger, anxiety, relief, numbness, emptiness and 
the need to search for a reason for the suicide [54-58]. These initial feelings can 
often persist for months following the suicide, along with physician-diagnosed 
mental disorders and suicidal ideation [54, 55, 59, 60]. Occasionally, people 
bereaved by suicide describe being actively avoided or feel blamed by others for 
the death [55, 60-62]. This brings about feelings of stigma, where family members 
isolate themselves due to feelings of shame and blame [61, 63], leaving them 
feeling alone and unsupported throughout the grieving process [61, 64].  
Meaning-making is the process of seeking understanding following loss and 
is an important aspect of the grief process [65]. People bereaved by suicide have to 
reconstruct their lives after the death [66], but they frequently struggle with 
meaning-making after the death. They often focus on memories of the deceased 
and experience intense longing for the deceased [67]. Speaking about the death 
and the events surrounding the death can serve to increase understanding of the 
suicide, thereby aiding the grieving process [68]. Other suicide-bereaved family 
members are able to engage in a transformative pattern of reconstruction, wherein 
they want to embrace and lead a more meaningful life [66]. They often seek out 
meaning from the suicide and use this as an impetus to value life more. Some 
reconstruct their lives through a sense of commitment, which is usually through 
suicide prevention initiatives. The prevailing motivation for this was altruistic, as the 
hope was to prevent others going through the pain they experienced from their 
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family member’s suicide and not wanting their loved one’s death to be in vain [66, 
69].  
In summary, there is a paucity of qualitative research exploring the 
psychological health impacts of suicide bereavement, with the scant research 
tending to focus on initial emotional and grief reactions. Future qualitative research 
is required, which provides an exploration of the medium and long-term mental 
health impacts of suicide bereavement on family members. This is imperative so 
that support services can be put in place to meet family members’ specific needs.     
Quantitative research 
Consistent quantitative empirical evidence exists which outlines some of the 
adverse mental health effects of suicide bereavement, including substance abuse, 
self-harm and suicide [70, 71]. Suicide-bereaved family members are also at 
increased risk of mood disorders, anxiety, substance use disorders, complicated 
grief, depression, post-traumatic stress disorder (PTSD), and feelings of guilt, 
shame, stigma, rejection and loneliness than those bereaved by non-suicide deaths 
[39, 72-79]. A recent meta-analysis found that the lifetime prevalence of exposure 
to suicide was 1 in 5 (21.83%) [11]. 
Suicide risk following suicide bereavement appears to differ by kinship and 
is not restricted to blood-related relatives [38, 80, 81]. Partners and parents, in 
particular mothers compared to fathers, have the most distinct suicide risk [38, 80, 
81]. Suicide-bereaved spouses are at increased risk for a number of mental 
disorders, including mood disorders, PTSD, anxiety, substance use disorders and 
self-harm compared to non-suicide bereaved spouses [39]. While mothers 
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bereaved by an offspring’s suicide have a distinct suicide risk compared to fathers, 
suicide-bereaved parents in general have an increased risk of depression, anxiety 
and psychiatric admission compared to parents bereaved by the non-suicide death 
of an offspring [80, 82]. Research into suicide-bereaved siblings is lacking [30], 
despite evidence demonstrating that the risk of suicide following a sibling’s death is 
elevated, with risk increasing significantly if the death was suicide [31]. Suicide-
bereaved children and youth are a particularly vulnerable group [83] who are also 
at a heightened risk of suicide, self-harm and depression than non-suicide bereaved 
children [35, 76, 80, 84]. Moreover, suicide risk is more apparent the earlier in age a 
child is exposed to parental suicide [35]. This evidence highlights that blood and 
non-blood-related family members (including spouses), as well as friends and peers 
are impacted following suicide bereavement and, therefore, a range of kinships 
should be considered in future research studies.   
 While there is overall consistent evidence regarding adverse psychological 
health outcomes following suicide bereavement, it is important to note that several 
quantitative studies have not found such differences. In short, these studies found 
that people bereaved by suicide have similar outcomes to people bereaved by 
sudden violent deaths, including road traffic accidents [73, 85-90]. However, there 
are some important differences between people bereaved by suicide and other 
violent deaths. People bereaved by suicide have elevated perceived stigma scores 
and increased feelings of shame, guilt and responsibility compared to people 
bereaved by other sudden violent deaths [91]. Researchers have begun to identify 
that quantitative research may not be the best method to provide a comprehensive 
picture of grieving following suicide and its subsequent outcomes, as grieving can 
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be viewed as a social process [51, 92]. Researchers are theorising that while grief 
following suicide may not be quantitatively different to other types of grief, there 
may be qualitative differences [92]. Such differences in the grieving process need to 
be explored through qualitative research methods that focus on understanding 
suicide and seeking explanation by means of qualitative research.   
1.4.2 Physical and psychosomatic health impacts 
Qualitative research 
Qualitative literature exploring physical and psychosomatic experiences following 
suicide bereavement is significantly lacking. None of the studies cited here 
specifically sought to explore the physical and psychosomatic health outcomes 
following suicide bereavement from the outset, but rather briefly reported such 
experiences, largely in the context of psychological health difficulties. Common 
reactions following suicide bereavement are problems with sleeping, including 
insomnia, restlessness and nightmares, which in turn leads to extreme tiredness 
[57, 93]. Physical pain, heart problems, eating disorders and nausea/vomiting in the 
months after the death have also been reported in qualitative studies following 
suicide bereavement [94]. Physiological and somatic reactions experienced in the 
aftermath of a suicide can be intertwined with the experience of depression [95].  
In some cases, physical and psychosomatic health consequences of grief, 
including insomnia, poor appetite and low energy, hampered participants’ ability to 
proactively seek formal support after the suicide [59, 95]. However, conversely, for 
others, this acted as the strongest reason to seek professional help [56]. However, 
overall findings related to physical and psychosomatic health impacts are sparse 
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and provide only a minimal and a very descriptive overview of family members’ 
experiences. Consequently, further qualitative research is required that specifically 
addresses the physical and psychosomatic health experiences of suicide-bereaved 
family members, rather than focusing solely on psychological health outcomes.  
Quantitative research 
In comparison to the psychological health outcomes following suicide bereavement, 
the physical and psychosomatic health outcomes have been relatively neglected in 
the quantitative literature. There have been no systematic reviews conducted in 
this area. The scant research indicates that people bereaved by suicide have a 
higher risk of physical illnesses, experience more physical pain and have poorer 
general health [72, 74, 75, 96]. Additionally, people bereaved by suicide have an 
increased risk of cardiovascular disease (CVD), chronic obstructive pulmonary 
disease (COPD), hypertension and diabetes [82]. However, these significant positive 
associations are not consistent in the literature. Some studies found that suicide-
bereaved family members have a lower risk of cancer, diabetes, cardiovascular and 
chronic lower respiratory tract disorders than those bereaved by non-suicide 
deaths [39], while suicide-bereaved children visited a GP less often than non-suicide 
bereaved children [97].  
Studies have not found a statistically significant association between 
psychosomatic health outcomes and suicide bereavement [73, 75-78, 87, 88, 96-
101]. Therefore, uncertainty remains regarding whether there is a difference in 
psychosomatic health outcomes between suicide-bereaved and non-suicide 
bereaved family members. It is possible that qualitative research, as opposed to 
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quantitative research, is more effective in providing an understanding of 
psychosomatic health experiences following suicide bereavement, which take into 
account grief reactions and the social processes at play.  
1.4.3 Social functioning impacts 
Qualitative research 
There is a relative paucity of qualitative research exploring the impact of suicide 
bereavement on social functioning. Of the available literature, it is clear that people 
bereaved by suicide sometimes experience social stigma, leaving some too afraid or 
ashamed to tell others how their family member died [102], which can lead to self-
isolation after the death [55, 103]. Feeling stigmatised negatively impacts help-
seeking [104], as family members often feel silenced [105] or feel the need to hide 
their grief reactions from others. This is often because they sense that others would 
find their expressions of grief to be uncomfortable and embarrassing [64, 103]. 
Family members have described how they wanted to speak about their family 
member in happier times before the death, but they perceived that this was not 
socially condoned [103, 105]. People bereaved by suicide sometimes have feelings 
of apprehension of social situations and a sense of anguish and anxiety about 
resuming normal life in general [54, 93]. They also report being actively avoided by 
others [61, 93], which reinforces feelings of guilt, hurt and rejection, as well as 
social embarrassment [64].  
The inquest process is a major official aspect that people bereaved by 
suicide are confronted with, yet qualitative research exploring the impact on family 
members is conspicuously absent from the literature [106, 107]. Inquests in Ireland 
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form part of the medico-legal process, which is conducted by a coroner to 
investigate all sudden, unnatural, violent or unexplained deaths. The coronial 
inquest is a public hearing, where medical and legal professionals are present, as 
well as members of the police force. The scant research that exists indicates that 
family members found aspects of the inquest process distressing, including 
swearing on the Bible, having to give evidence and hearing graphic evidence, which 
exacerbated grief reactions including guilt, blame and shame [106, 107]. This 
qualitative evidence indicates that the inquest process is an important and 
sometimes traumatic component of suicide bereavement, which has the potential 
to impact on family members’ social functioning. Despite this, no qualitative study 
has been conducted in Ireland to explore the impact of the inquest process on 
family members bereaved by suicide.  
Quantitative research 
Research indicates that suicide bereavement is a highly stigmatising type of sudden 
loss, where the bereaved experience higher perceived levels of social stigma 
compared to people bereaved by natural death [91, 108, 109]. Researchers suggest 
that stigma may explain, in part, the adverse outcomes of suicide bereavement, 
including grief difficulties, suicidal ideation, depression [110], self-harm [28], 
reduced informal support [111] and delays in seeking and accessing support [112]. 
Suicide bereavement is characterised by a number of factors, including 
experiencing more shame, stigma and rejection than those bereaved by other 
causes of death [80, 108, 110, 113, 114]. Specifically, feelings of shame after suicide 
bereavement may result in the bereaved completely withdrawing from society, 
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which can also have a detrimental impact on the family unit and social relationships 
in general [108]. Isolation can also result from being shunned by those in one’s 
social circle, which can reinforce feelings of blame and guilt about the death [110].  
 Due to the increased risk of suicide and self-harm [28, 70, 71], it is important 
that people bereaved by suicide receive support, as this can decrease symptoms of 
depression [115]. Suicide-bereaved family members were significantly less likely to 
have received informal support and reported delays in receiving formal or informal 
support [112] .Suicide-bereaved family members endorse needing professional help 
in the aftermath of the death [112, 116, 117]. This professional support can help to 
alleviate the negative health sequelae experienced by those bereaved by suicide. 
Counselling services are the most commonly received type of help, yet this support 
is not necessarily always available [116]. While it is becoming increasingly clear that 
aspects of suicide bereavement, including shame, rejection, and stigma, can 
adversely affect family members’ health, it is unclear what support services are 
required to meet the perceived needs of suicide-bereaved family members, 
particularly in the Irish context. 
 Similarly, to the qualitative research, there has been little quantitative 
research conducted on family members’ reactions to the inquest process. Earlier 
studies conducted some forty years ago noted that spouses bereaved by suicide 
were most distressed when asked to give evidence during the inquest procedure 
[118-120]. One-quarter and one-fifth of family members felt the legal aspects of the 
inquest, including having to give evidence in a witness box, swearing on the Bible 
and hearing the pathologists report read out, was distressing. Around half of the 
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participants surveyed found it distressing that other people could be/were in 
attendance at their family member’s inquest [120]. One more recent study found 
that 42% of suicide-bereaved family members encountered problems with the 
coroner’s office, which included the inquest process [78]. In short, both quantitative 
and qualitative research is lacking in this area. Furthermore, no empirical research 
on suicide-bereaved family members’ experiences of the inquest process has been 
conducted in Ireland to date.  
1.5 Impact of self-harm on family members  
Research into the impact of self-harm on family members has been predominantly 
conducted by examining self-harm more generally, with no particular emphasis on 
lethality or intent of the act. Furthermore, the majority of these studies have 
examined the impact of self-harm on parents, with a limited number of these 
studies specifically exploring the impact of self-harm on a variety of kinships. 
Consequently, most studies presented here discuss self-harm generally, with no 
particular distinction of self-harm, with respect to intent or lethality. Few studies 
described the intent or medical severity of the self-harm. Therefore, it is possible 
that experiencing a family member’s low lethality self-harm with no suicidal intent 
may be different to experiencing a family member’s high-risk self-harm. 
1.5.1 Psychological health impacts 
Qualitative research 
Little research has explored the impact of experiencing a family member’s self-
harm, especially high-risk self-harm. The majority of the research that has been 
conducted in the area has focused on parental experiences following an offspring’s 
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self-harm [121-123]. Of the existing research, common feelings experienced after a 
family member’s self-harm include shock, anger, guilt, disbelief, shame, sadness, 
helplessness and a sense of grief [121-127]. Previous literature indicates that some 
parents and family members may develop mental health problems, including 
depression, anxiety and engage in self-harm themselves [111-113]. 
‘Walking on eggshells’ is a common metaphor mentioned in the literature, 
which describes how parents were afraid of upsetting their child for fear it would 
lead to another self-harm act [123, 128-130]. Parents felt their suicidal child had a 
sense of power over them, where the child was the focal point within the family, 
which was often to the detriment of family dynamics [131]. They also noted being 
in a state of constant alarm regarding when the next self-harm act would occur, 
which compounded psychological distress [125]. Parents described how they were 
constantly on high-alert and some reported checking their offspring’s room for 
knives and sharp objects that may be used to harm themselves [125]. This 
behaviour can eventually lead to parents becoming annoyed or exasperated with 
their offspring’s self-harm behaviour [132]. Parents described becoming protective 
of their suicidal offspring, with siblings sometimes exhibiting similar protective 
behaviours [125]. Furthermore, they felt especially fearful as they did not know 
how to meet the needs of their suicidal family member. This brought about feelings 
of fear, loneliness, despair and a huge feeling of responsibility for the actions of 
their family member [124].  
Given the dearth of evidence related to the impact of a family member’s 
self-harm, further research needs to be conducted that explores the health impact 
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and subsequent support needs of family members generally. Furthermore, 
attention needs to be given to other familial and non-familial (friends, peers) 
groups besides parents, as the majority of research to date has focussed on this 
group.  
Quantitative research 
Suicidal behaviour aggregates in families, and this association is independent of the 
increased risk of psychiatric disorders alone [27, 133-135]. A number of possible 
explanations for this association have been put forward, including generational 
social adversity [37, 39], familial transmission of abuse [135], the transmission of 
impulsive aggression and certain biobehavioural phenotypes [136].  
Offspring experiencing parental self-harm are at increased risk of suicidal 
ideation, fatal and non-fatal suicidal behaviour [36, 137, 138], and affective 
disorders, including depression, anxiety and bipolar disorder [36]. The risk of 
offspring self-harm appears to differ according to maternal or paternal self-harm, 
with the former being a stronger risk factor [36, 138].  
Similarly, sibling self-harm also confers a strong risk for youth self-harm [31], 
but siblings as an at-risk group have been specifically neglected in the literature 
[30]. A small number of studies have been conducted to investigate caregiver 
burden following a family member’s self-harm. Of the existing research, 
experiencing a family member’s self-harm is significantly associated with caregiver 
strain [139], feelings of sadness, anxiety, fear [140, 141] and poorer self-reported 
general health [142]. Among those who experienced self-harm and reported mental 
health problems, depression was the most commonly reported issue (21%) [143]. 
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While it is clear that exposure to a family member’s self-harm, irrespective 
of being blood-related or not, increases the risk of own self-harm and suicide, 
further research needs to assess the impact of early childhood adversity [135], and 
examine the pathways and antecedents of suicidal behaviour within families [136, 
144, 145]. There is also a dearth of quantitative evidence which specifically focuses 
on outcomes following high-risk self-harm. The scant research indicates that anxiety 
levels following familial high-risk self-harm are elevated when compared to people 
experiencing lower lethality self-harm [140]. However, this conclusion is based on 
one study with a small sample size. Therefore, results should be interpreted with 
caution [140], with further research required to confirm this association.  
1.5.2 Physical and psychosomatic health impacts 
 
Qualitative research 
There is a paucity of qualitative research specifically focusing on the physical and 
psychosomatic health experiences following a family member’s self-harm. Research 
has traditionally focussed more generally on people’s responses to, or perspectives 
of a family member’s self-harm, without specific regard to how this impacts their 
physical health. Just two studies exploring the impact of self-harm on family 
members tangentially mentioned physical and psychosomatic health effects [122, 
126].  
The first study was an English qualitative study where 37 parents were 
interviewed about the impact of their child’s self-harm. Parents discussed 
experiencing negative physical health consequences, including nausea, chest pains 
and physical exhaustion following a family member’s self-harm [122]. The severity 
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of the self-harm varied across the sample and may have impacted the health 
sequelae experienced by family members. Weight loss and an inability to sleep 
were enduring psychosomatic symptoms commonly endorsed by parents following 
an offspring’s self-harm [122]. The second study involved interviewing parents of 
children who engaged in self-harm. It found that the severity of emotional reactions 
experienced was displayed in symptoms including sleeplessness [126], but this was 
not discussed any further in the course of the paper.  
In summary, there is a scarcity of studies exploring this area in any depth. 
Notwithstanding this, it appears that experiencing a family member’s self-harm, 
without specific regard to intent or severity, is distressing and impacts physical and 
psychosomatic health. It is, therefore, plausible that any health impacts present 
may be heightened if the family member’s self-harm is high-risk, either in terms of 
intent or lethality.  
Quantitative research 
There has been no published quantitative research specifically examining physical 
or psychosomatic health outcomes following a family member’s self-harm. The 
research to date has exclusively focussed on mental health sequelae following a 
family member’s self-harm. While no research specifically focussed on physical and 
psychosomatic health outcomes following a family member’s self-harm, some 
research suggested that suicide-bereaved family members are vulnerable to mental 
and physical health illness even prior to their offspring’s death. It is therefore 
plausible that these increased health impacts seen in suicide-bereaved parents may 
be in part due to the ongoing suicidal behaviour of their offspring prior to their 
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suicide death, leaving people experiencing a family member’s self-harm vulnerable 
to negative health outcomes [82].  
1.5.3 Social functioning impacts 
 
Qualitative research 
Caring for a family member who engages in self-harm can negatively impact on 
social life, work life and leisure activities [146]. In particular, work life is often 
affected, with people having difficulty functioning at work or having to take 
significant periods of time off work to care for their family member [127, 146, 147]. 
One of the studies included mostly participants experiencing a family member’s 
self-harm (n = 13). However, two of the participants had experienced a family 
member’s suicidal ideation only [147].  While suicidal ideation is an important risk 
factor for self-harm and suicide, suicidal thoughts are not sufficient predictors of 
suicidal acts [148]. Therefore, many people can experience suicidal thoughts 
without ever engaging in self-harm. Consequently, experiencing a family member’s 
suicidal ideation may be very different to experiencing a family member’s self-harm 
and may lead to very different health and social impacts.  
Similarly to those experiencing suicide bereavement, family members 
experiencing self-harm often tried to make sense of and search for reasons for the 
self-harm [123, 131]. Some believed the self-harm is an addictive or attention-
seeking behaviour [131], while others surmised that difficulties in life 
circumstances, such as marriage breakdowns, may have been a contributing factor 
to the self-harm [127]. Feelings of guilt, shame and stigma following a family 
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member’s self-harm is not uncommon, with some keeping the self-harm a secret 
from others outside of the family [122, 127, 149]. Others felt a sense of 
embarrassment about the self-harm [127] and were reluctant to speak about the 
self-harm to those outside of the family. This was sometimes seen as a means of 
protecting their family member from negative and stigmatising reactions [131]. 
Potential reasons for hiding the self-harm from immediate family members 
included trying to minimise any further familial discord and to preserve familial 
relationships [122].  
The latter point illustrates how the impact of self-harm extends beyond the 
individual to familial and relationship impacts. Following on from this, the vast 
majority of research on the familial impact of self-harm has focused on parents’ 
responses to their children’s self-harm [122, 123, 126, 131, 150], with little 
published research focussing on other kinships. Parents describe feelings of anger 
and guilt towards the offspring for causing a disruption to familial functioning and 
wellbeing of other family members [122, 125, 127, 151]. Often, the offspring 
engaging in self-harm is viewed by parents as being in a position of power, where 
they are afraid to recommence any level of discipline for fear of precipitating 
another act of self-harm, leading to changes in their parenting style [123, 126, 131]. 
Notwithstanding this, some parents reported that their offspring’s self-harm has led 
to positive changes both to family life, and also to their parent-child relationship 
[121, 123, 151], with some reporting that they became closer to their offspring 





Only one quantitative study was identified that examined how family members’ 
social functioning was affected following a family member’s self-harm. A cross-
sectional study of 130 parents who experienced an offspring’s self-harm, who took 
part in an eight-week psycho-educational support programme, was conducted. 
Baseline statistics indicated that the majority of participants (61%) perceived their 
social support as low [143]. Given the challenges faced by those experiencing a 
family member’s self-harm, it is important that they are supported both in a formal 
and informal capacity, to alleviate some of the inherent negative health and social 
impacts [143]. Further research needs to be conducted in this area given the clear 
lack of quantitative and qualitative research on the impacts of experiencing a family 
member’s self-harm.  
1.6 Postvention  
 
Postvention is the term used to describe various tertiary prevention strategies that 
are targeted towards individuals after an event [152]. Specifically for this thesis, 
postvention refers to services or strategies that are aimed at people bereaved by 
suicide. Services or strategies that are used to help people experiencing a family 
member’s self-harm will also be discussed. It is important to explore the needs of 
individuals experiencing a family member’s suicide or self-harm, as this group is at 
increased risk of engaging in suicidal behaviour themselves [27, 153]. Due to this 
elevated risk of suicidal behaviour in exposed family members, academics have 
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proposed that postvention can serve as suicide prevention [153-157] especially 
given the negative consequences for the individual and the family unit [158].  
1.6.1 Postvention for people bereaved by suicide 
 
Researchers have noted that many postvention strategies originate from a “top-
down” approach, led by clinicians and researchers [154]. However, a “bottom-up” 
approach, which involves taking into account the individuals’ lived experiences to 
advance postvention strategies is more favourable in order to establish services 
that are specifically tailored to meet the needs of affected individuals [154]. Types 
of existing postvention programmes include support groups, social support, online 
support and psychotherapy interventions [155]. Interventions that have shown 
promising results include gatekeeper training amongst school personnel and other 
groups to improve the quality of crisis intervention being provided. Moreover, 
providing outreach to family members at the time of suicide increased the use of 
services providing assistance with the grieving process. Bereavement support group 
interventions carried out by trained personnel led to reductions in emotional 
distress [152].  
A number of systematic reviews have been conducted in the area to 
synthesise the evidence related to interventions specifically for people bereaved by 
suicide [152, 159, 160]. When all types of interventions targeting both adults and 
children were examined, six of the eight included studies showed some benefit in 
receiving the intervention. However, the authors warned that all but one of the 
studies had significant methodological shortcomings [159]. As a result, clear 
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implications for practice cannot be drawn from the available evidence. Taking this 
into consideration, the authors give a number of tentative suggestions for 
postvention in practice. Some of these suggestions include psychologist-led group 
therapy for children bereaved by suicide which may reduce anxiety and depression. 
Additionally, both professional and volunteer-led group therapy may help in 
reducing a number of emotional reactions, including feelings of anger towards the 
deceased, anxiety, depression, grief and shame in adults [159]. However, it is 
unknown when it is best to engage in postvention and whether the interventions 
benefit everyone bereaved by suicide or whether only specific individuals benefit 
from them [159].  
 Research exploring the perceived needs of people bereaved by suicide is 
lacking [161]. Furthermore, there is a discrepancy between the needs of people 
bereaved by suicide and whether those needs are met [161]. Previous postvention 
research with people bereaved by suicide noted that their primary need is to be 
listened to and supported following the death [162]. The scarce research on this 
topic shows striking similarities; suicide-bereaved family members’ needs are 
diverse [55] and they require both professional support, including counselling and 
psychotherapy, and informal support, from family and friends [161]. Peer support, 
feeling listened to and being cared for by their extended social network is crucial 
[161, 163]. Following on from this, qualitative research indicates that family 
members bereaved by suicide value a number of aspects of support groups, 
including normalising their feelings, having the space to talk with peers and gaining 
new information and insights [164]. However, support groups which lack adequate 
structure, organisation and leadership can leave family members feeling that their 
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needs have not been met [164]. It is therefore crucial that any support groups 
consider the needs of family members when planning and running such groups. 
Finally, people bereaved by suicide require information on the grief processes 
associated with suicide bereavement and how it will impact them and their family, 
but particularly how the suicide may impact on surviving children [161].  
However, the paucity of studies highlights that there is still a discrepancy 
between what people bereaved by suicide require in terms of support and how 
these needs are met [161]. More culturally sensitive research is required, where the 
voices of people bereaved by suicide all across the world are heard [161]. 
Additionally, further research is required that does not solely rely on samples of 
suicide-bereaved individuals who are already proactively seeking support and 
assistance [155]. Researchers have called for more research that identifies the 
specific experiences of people bereaved by suicide based on a number of 
characteristics, including age, gender, closeness with and kinship to the deceased 
[154]. Research is also required regarding the familial context of suicide 
bereavement and help-seeking behaviours [155]. Finally, there has been a call for 
more qualitative research in suicidology that explores phenomena or processes 
following suicide bereavement, as well as to better understand why people take 
their own lives [13, 161].  
In summary, there is some evidence to suggest that gatekeeper training, 
grief counselling, and providing outreach after suicide is beneficial for people 
bereaved by suicide. However, it has been acknowledged that further research on 
the effectiveness of both interventions and postvention services is still required 
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[165]. Furthermore, attention needs to be given to the perceived needs of people 
bereaved by suicide [161, 163].  
1.6.2 Strategies for people experiencing a family member’s self-harm 
 
Family members can be involved in interventions targeted at people who self-harm 
in an attempt to reduce the risk of future self-harm acts. However, the results of 
these studies have been inconsistent. Some research indicates that family therapy 
conferred no benefits over treatment as usual (TAU) in reducing rates of repeated 
self-harm in adolescents [166], while cognitive-behavioural family treatment for 
youth with previous self-harm presentations significantly increased the probability 
of survival without another self-harm act by the three month follow-up period in 
youth who received the intervention [167]. Therefore, this trial provides evidence 
that the inclusion of cognitive-behaviour and family components to an intervention 
can provide some protection for future self-harm acts in youth [167].  
Further evidence suggests that a family therapy intervention, involving the self-
harm patient and their family member, did not confer any additional benefits over 
TAU in reducing subsequent hospital-treated self-harm [166]. However, the self-
reported results from the self-harm patients and their family members in the 
intervention groups showed that this group reported significantly better outcomes 
on a number of general emotional health domains. This suggests that the 
intervention improved general mental health wellbeing in self-harm patients and 
their family members [166]. It is plausible that the intervention fostered better 
communication and a greater level of familial cohesiveness, thereby allowing for 
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greater inter-familial openness on mental health and self-harm. Previous research 
has indicated that suicidal ideation in children and adolescents is associated with 
communication difficulties with parents, whereas good communication with 
parents appears to be protective of suicidal ideation [168]. 
Specifically, people experiencing a family member’s self-harm are crucial to 
suicide prevention as they have access to the suicidal person and have first-hand 
knowledge of the circumstances and difficulties encountered by them [169]. While 
theoretically speaking, family members are in a good position to contribute to 
suicide prevention, they are often not equipped to recognise and respond to 
suicidal crises as they unfold [170]. Qualitative research indicates there is a 
significant unmet need, both practical and professional, for those caring for a 
suicidal family member [125, 130, 131, 146, 171].  
However, two of the studies specifically included family members who 
experienced suicidal ideation, together with those who experienced self-harm [130, 
131]. Experiencing a family member’s suicidal ideation may be quite different to 
experiencing a family member’s self-harm, in terms of emotional responses, health 
impacts and support requirements. Additionally, none of the published literature 
described the lethality or severity of the self-harm [122, 123, 125, 126, 130, 131, 
146, 171], which hinders the comparability or transferability of findings across the 
studies, as some may have involved superficial self-cutting, with no suicidal intent.  
Family members describe the usefulness of talking to others who have 
experienced a relative’s self-harm as they understand and can relate to the 
problem [122]. They advocated for the use of support groups, but often these were 
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not available [122]. They also felt that they were lacking in information about self-
harm, which exacerbated feelings of helplessness as they were unsure how best to 
support their family member [126]. Finally, family members described how 
continued professional and informal support was vital, especially as this aided the 
meaning-making process and their understanding of why their family member 
engaged in self-harm [123].  
In summary, while some research has been conducted into the support needs of 
people experiencing a family member’s suicide or self-harm, many of these studies 
have also included those experiencing suicidal ideation. The needs of the latter may 
be quite different to those experiencing a family member’s self-harm, as the 
majority of people with suicidal ideation will not go on to self-harm or die by suicide 
[172]. The specific support needs required for people experiencing a family 
member’s self-harm is largely unknown [171]. Additionally, no study has specifically 
focussed on the support needs of those experiencing a family member’s high-risk 
self-harm. Evidence is also largely lacking regarding the support needs of family 
members bereaved by suicide. Therefore, this thesis seeks to address this gap in the 
literature as it will explore the specific needs of people experiencing a family 
member’s suicide or high-risk self-harm.  
The current study 
This thesis will examine how fatal and non-fatal suicidal behaviour impacts on 
family members in terms of their psychological, physical and psychosomatic health, 
as well as exploring their needs for support. Firstly, to date, no research has 
systematically reviewed the literature relating to the physical and psychosomatic 
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health outcomes following suicide bereavement. Therefore, there is uncertainty in 
relation to whether suicide bereavement confers a higher risk of physical and 
psychosomatic health outcomes compared to bereavement from non-suicide 
deaths. Hence, this thesis will initially focus on conducting a systematic review on 
this topic (Chapter 3). The majority of research in suicidology and postvention is 
quantitative in nature, with a lack of qualitative [51] and mixed methods studies 
[51, 52]. Research into the health effects of suicide bereavement is mainly 
quantitative in nature and focuses on psychological impacts [39, 74, 80, 173]. 
Qualitative research which explores not just the psychological impacts but also the 
physical and psychosomatic health impacts of suicide bereavement is lacking. 
Consequently, a mixed methods study, along with a protocol describing the 
methodology of the study is described in detail in Chapter 4 and 5.  
Additionally, a qualitative exploration of the impact of the inquest process 
on family members has been relatively neglected, with two notable exceptions 
[106, 107]. However, neither of these research studies were conducted in Ireland, 
which may limit the applicability of these findings to the Irish context. This will, 
therefore, be the focus of Chapter 6 of this thesis, where a qualitative study will 
explore how suicide-bereaved family members experience the inquest process. 
The psychological impact of a family member’s self-harm has been 
researched quantitatively in terms of suicidal ideation, self-harm and suicide 
mortality [27, 29, 36, 134, 136, 138, 174-176], however, there is scant qualitative 
research on the physical or psychosomatic health impact on family members. The 
qualitative research on this topic focusses on the psychological impact [130, 146, 
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171], with no particular emphasis on the physical or psychosomatic impacts. 
Furthermore, some of the published research included people experiencing a family 
member’s suicidal ideation together with people experiencing a family member’s 
self-harm. Additionally, two studies interviewed people about the impact of caring 
for a suicidal family member, after their family member died by suicide [146, 171], 
leaving the research open to significant recall bias. Additionally, as some of the 
participants experienced their family member’s suicide death, it is likely this 
affected how they subsequently thought about caring for a family member who had 
engaged in a previous act of non-fatal self-harm. None of the published research 
took into account the severity or lethality of the self-harm. As a result, participants’ 
experiences may have differed widely. Consequently, the focus of Chapter 7 of this 
thesis is to explore the experiences of people following a family member’s high-risk 
self-harm and its health impact through qualitative interviews. 
1.7 Overall aims and objectives 
 
Aims and objectives 
The aim of this thesis is to examine the health effects of fatal and non-fatal suicidal 
behaviour on family members and how the legal process of the inquest after a 
suicide affects family members physically, psychologically and socially. Qualitative 






Specific objectives were: 
1. To systematically review the existing literature on the physical and 
psychosomatic health outcomes of family members bereaved by suicide 
compared to family members bereaved by other causes of death. 
 
2. To examine how people have been physically and psychologically affected 
by a family member’s suicide.  
 
3. To explore how suicide-bereaved family members experience an inquest 
using qualitative interviews. 
 
4. To explore the experiences of people following a family member’s high-risk 
self-harm through qualitative interviews. 
 
The methodology used to conduct this research is outlined in detail in the next 
chapter. A general discussion of the findings of the four studies, the strengths and 
limitations of the thesis, and implications for future research and clinical practice is 







Chapter 2. Methods 
 
2.1 Chapter overview 
 
The aim of this chapter is to describe the overall research design of this thesis and 
the rationale and justification for its use, together with a discussion of the 
methodological considerations of mixed methods research generally. The rationale 
for the two chosen theoretical frameworks used in this thesis is presented, along 
with a description of the methods of each study and a justification for their use. 
Finally, a discussion of the ethical considerations for this doctoral thesis is 
described.  
2.2 Overview of the study design 
The aim of this doctoral thesis was to examine the psychological, physical and 
psychosomatic impact of suicidal behaviour on family members. To meet this aim, a 
mixed methods study design, which prioritised the qualitative components of the 
study, was employed. This was done because the majority of research in the field of 
suicidology is quantitative in nature, where little qualitative research has been 
conducted to explore phenomena and processes of experiencing a family member’s 
suicide or high-risk self-harm. Additionally, the objectives of qualitative research are 
different and can answer different research questions more appropriately than 
quantitative research. A systematic review and three empirical studies (one mixed 
methods study; two qualitative studies) were conducted: 
 A systematic review (Study 1) was conducted to comprehensively locate, 
summarise and synthesise the extant literature on the physical and 
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psychosomatic health outcomes of family members bereaved by suicide 
compared to family members bereaved by other causes of death. 
 
 A mixed methods study (Study 2) was conducted to examine how people 
have been physically and psychologically affected by a family member’s 
suicide, through qualitative semi-structured interviews and thematic 
analysis. Quantitative data on participants’ levels of depression, anxiety and 
stress was measured by the DASS-21 and collected as part of a larger case-
control study (SSIS-ACE). A secondary objective of the study was to describe 
the supports required by family members bereaved by suicide. 
 
 A qualitative study (Study 3), using semi-structured interviews and thematic 
analysis, explored how suicide-bereaved family members experienced the 
inquest process.  
 
 A qualitative study (Study 4), using semi-structured interviews and 
interpretative phenomenological analysis, explored how people experienced 
a family member’s high-risk self-harm.  
2.2.1 Quantitative and qualitative research paradigms  
 
Qualitative research and quantitative research have traditionally been viewed as 
distinct, with opposing paradigms (Table 1) [177-180]. The discussion of the two 
research approaches at the epistemological level, relating to how one gains 
knowledge about reality [181], has been coined as ‘the paradigm wars’, with 
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positivist research on one side and interpretivist research on the other [182, 183]. 
The main difference in qualitative and quantitative methods lies around the 
philosophical stance that each method ascribes to. On the one hand, quantitative 
research is based around the belief that there is one objective reality, where a fixed 
set of questions is usually generated to answer hypotheses [178]. Generally, 
speaking quantitative research is confirmatory and deductive in nature [178]. 
However, it is important to note that some quantitative researchers may classify 
their research as exploratory in nature. 
Quantitative research is generally aligned with a positivist/postpositivist 
paradigm, whereas qualitative research is usually aligned with a constructivist-
interpretivist paradigm. Positivist beliefs contend that there is only one reality 
which can be identified through observational and experimental methods [177]. 
Positivism is often a taken-for-granted epistemology adopted by quantitative 
researchers interested in hypothesis-driven and deductive research [184]. The main 
aim of positivist research is to verify a priori hypotheses, with the goal of prediction 
[184]. Positivism has been the most dominant research paradigm in science and is 
mainly aligned with quantitative research [185].  
 Postpositivists also believe there is one objective reality, but that individual 
and environmental factors can influence these realities, which is important to 
consider [165]. Positivists, on the other hand, accept that reality is an objective and 
apprehendable reality [184]. Postpositivism is underlined by theory falsification, 
whereas positivism is characterised by theory verification [178]. While there are 
some important differences between the two paradigms, they share many 
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similarities; both paradigms aim to provide explanation, which will lead to 
prediction and ultimately establish a cause-effect relationship between the 
variables studied [175]. Postpositivism is also mainly aligned with quantitative 
research. 
Interpretivist quantitative research uses statistics to shed light on the 
unobservable data generating processes. Key components of interpretive 
quantitative methodology are the triangulation of data which is analysed from 
multiple perspectives, the integration of measurement and modelling to form a 
more holistic manner of discovery and thinking reflexively about the origins of the 
data [184]. In light of this, interpretive quantitative research can potentially 
produce more meaningful results that are more applicable to policy than those 
achieved through conventional positivist stances [184]. In terms of assessing 
quality, quantitative research is primarily concerned with statistical generalisability, 
representativeness and replicability [186]. On the other, quality in qualitative 
research is concerned with credibility, transferability, dependability and 
confirmability.  
Qualitative research is an approach that generally favours detailed 
observation and is most interested in how participants make sense of their 
experiences, through a process of meaning-making [186, 187]. Qualitative research 
also pays close attention to the complexity of the situation, where such research 
tends to be conducted inductively, where one does not start out to test a 
hypothesis, but rather is concerned with the generation of new theories from the 
data. However, it is possible to conduct deductive qualitative research, where one 
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imposes a model on the data and looks for corroborating text to support the model. 
In addition, the process of the research is more important than the outcome [186]. 
However, it is possible that some qualitative researchers may adopt a positivist 
stance. The fundamental difference between interpretivist and positivist qualitative 
research lies around the type of questions and conclusions one wishes to draw 
[188]. Both types of qualitative research aim to identify details related to 
preferences, motivations and actions [188]. Positivist qualitative research aims to 
identify the propositions of these preferences or motivations that can be tested or 
located in other cases [188]. Examples of positivist qualitative research include 
attempting to document practices that lead consistently to one set of outcomes 
rather than another, or to identify characteristics that are commonly related to a 
particular policy issue [188].  
Constructivism (or interpretivism) is a paradigm that is seen as an 
alternative to the positivist paradigm. Compared to positivism, with its singular 
view of reality, contructivism assumes there are multiple realities, where 
knowledge is socially constructed, which underlines the importance of 
understanding multiple viewpoints of a particular phenomenon [179]. 
Constructivists posit that meaning is hidden and needs to be brought to the surface 
using a hermeneutical approach [184]. An important differentiating aspect of 
constructivism is the central importance of the interaction between the investigator 
and the object being investigated [184]. Constructivists believe that it is only 
through this in-depth investigation that deeper meaning can be discovered [184]. 
Constructivism-interpretivism often provides the basis for qualitative research 
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methods. On the other hand, qualitative research is based around the belief that 
there is no single reality, where reality is socially constructed [177, 179].  
Those who advocate for critical theory posit that reality is constructed 
broadly within a socio-historical context. The overarching belief of critical theorists 
is that one’s lived experiences, while shaped by the socio-historical context, is also 
influenced by power relations [184]. Criticalists believe that certain groups within 
society hold more power or privilege over others. As a result of this, they use their 
research to work towards shifting this power imbalance, where the oppressed are 
given a voice to empower them [184]. Similarly to the interpretivism paradigm, 
critical theory often provides a foundational basis for qualitative research [184].  
While some researchers are keen to highlight the differences between the 
two methodologies, others advocate that both methods can be complementary 
[183]. Both quantitative and qualitative researchers are concerned with 
observations to answer research questions, triangulating data and providing 
explanations for study findings [183]. In addition, both research methods require 
the use of analytical techniques to draw out meaning from the data. The 
overarching concern for both research methods is to attempt to describe complex 
data [183]. Pragmatism is concerned with choosing a particular methodological 
approach for the purpose of best answering the research questions posed and 
where each of the approaches co-exist [183]. Researchers have advocated for the 
use and appreciation of the inherent strengths of both methods, which leads to 
‘pragmatic researchers’ [183]. Both sets of researchers are concerned with 
observations to answer research questions, triangulating data and providing 
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explanations for study findings [183]. In addition, both research methods require 
the use of analytical techniques to draw out meaning from the data. The 
overarching concern for both research methods is to attempt to describe complex 
data [183]. Therefore, there is a strong case for mixing both methods, which will be 
described in detail later in this chapter.  
2.3 Rationale for choosing a mixed methods study  
 
A mixed methods approach was chosen for the current research, as there is little 
qualitative research conducted in the area and it also provides insight into family 
members’ lived experiences of suicide or high-risk self-harm. However, it is also 
necessary to conduct quantitative research to understand if people bereaved by 
suicide have a significantly increased risk of physical and psychosomatic health 
outcomes compared to people bereaved by non-suicide deaths. This mixed 
methods approach can, therefore, provide a more comprehensive understanding of 
the impact of a family member’s fatal and non-fatal suicidal behaviour, compared 
to using either quantitative or qualitative methods alone [189]. This integration of 
methods allows one to leverage the advantages of both methods while furthering 
one’s understanding of the phenomenon under investigation [183]. Some research 
questions are best answered through in-depth qualitative research methods, while 
hypothesis-driven, deductive research questions are best answered using 
quantitative methods. Suicide research has typically been dominated by 
quantitative methodologies that are focussed on generating explanations through 
the use of hypothesis-testing approaches. There has been a call for studies that 
focus on understanding particular phenomena related to suicide research [51]. 
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Qualitative interviews allow participants the space to construct their own narratives 
of why their family member engaged in suicidal behaviour, leading to a greater 
understanding of the circumstances surrounding the act [190]. This effort to 
understand, rather than explain, particular phenomena can only be achieved 
through qualitative methods. However, those calling for a greater balance of 
quantitative and qualitative research are not advocating an either/or view, but 
rather for mixed methods approaches that are ‘perhaps the most fruitful’ [51]. 
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Table 1: Research paradigms used in quantitative and qualitative research  
 Ontology Epistemology Methodology 
Positivism [178, 
180, 181, 185] 
Realism - objective reality exists Facts can be separated from values Experimental; hypothesis-driven; 
deductive; mainly quantitative 
methods 
Postpositivism 
[178, 180, 181, 185] 
Critical realism - one objective 
reality but this reality is imperfect 
Objectivist – only accepts what can 
be directly observed  
Experimental; falsification of 
hypotheses; mainly quantitative 
methods but can also include 
qualitative methods 
Critical-Ideological 
[178, 180, 181, 185] 
Historical realism – reality shaped 
by social, political, cultural, 
economic and gender values 
Subjectivist – investigator and 
investigated are inextricably linked 
Approaches tend to focus on 
dialogue between investigator and 





Relativism – reality is socially 
constructed 
Relativist – one cannot know the 
ultimate truth  
Reality can only be elicited through 
the interaction between 
investigator and investigated; often 
focused on hermeneutics and 




Can vary – researchers likely to 
choose best method of enquiry to 
answer research question 
Multiple perspectives and truths are 
valued to understand reality  
Can be used for quantitative, 




2.4 Methodological considerations for mixed methods research 
 
Researchers undertaking mixed methods research need to be cognisant of several 
methodological considerations, including weighting, timing, and at what stage the 
methods will be mixed. Firstly, it is important for researchers to decide at the 
outset of a project if the qualitative and quantitative components of a mixed 
methods study will be given equal priority or if one will be more emphasised than 
the other. The weighting of one’s research can be related back to one’s 
epistemological stance, the goal of the research and the research questions 
associated with the research. In this sense, the emphasis of the current research is 
the qualitative elements of this mixed methods study. This was a deliberate 
decision given the lack of experiential research that provides a rich description of 
the impact of experiencing a family member’s fatal or non-fatal suicidal behaviour. 
The quantitative elements of this thesis have added to the overall understanding of 
the psychological, physical and psychosomatic health impacts of a family member’s 
suicide or high-risk self-harm. However, it was only through qualitative research, 
that we were able to explore these impacts in a fuller way, while also providing an 
in-depth understanding of family members’ specific support service needs.  
Timing refers to the order in which quantitative and qualitative data are 
collected, analysed and utilised for the study. Concurrent timing implies that the 
quantitative and qualitative components of the study are collected and analysed at 
approximately the same time. On the other hand, sequential timing refers to either 
the quantitative or qualitative component of the study being collected and analysed 
first followed by the other methodology. These decisions are largely dictated by 
64 
 
one’s particular research question [191]. In the current research, the quantitative 
data were collected before qualitative data, as part of an existing study: SSIS-ACE, 
but did not directly inform the direction of the qualitative data (Figure 2). However, 
the systematic review findings were obtained before the interview studies and 
provided a basis of understanding regarding some of the health issues possibly 
affecting those who would be interviewed for the qualitative components of the 
study (Figure 3).  
In summary, the aim of this thesis is to explore and examine the impact of both 
fatal and non-fatal suicidal behaviour on family members, with a particular 
emphasis on physical and psychosomatic health impacts (Figure 3). A pragmatic 
approach was therefore taken, as this approach posits that the research questions 
dictated the methods chosen. It was felt that a mixed methods approach was most 
appropriate for this study to best answer the overall aim of the thesis more 
comprehensively, as opposed to relying solely on a purely quantitative or 







Figure 2: Gantt chart of thesis 
2014 2015 2015 2015 2015 2016 2016 2016 2016 2017 2017 2017 2017 2018 2018 2018
QTR 4 QTR 1 QTR 2 QTR 3 QTR 4 QTR 1 QTR 2 QTR 3 QTR 4 QTR 1 QTR 2 QTR 3 QTR 4 QTR 1 QTR 2 QTR 3
Oct-Dec Jan-Mar Apr-Jun Jul-Sept Oct-Dec Jan-Mar Apr-Jun Jul-Sept Oct-Dec Jan-Mar Apr-Jun Jul-Sept Oct-Dec Jan-Mar Apr-Jun Jul-Sept






Data extraction of study results
Quality appraisal of included studies










Study 1: Physical and psychosomatic health outcomes in people bereaved by suicide compared to people bereaved by other modes of death: a systematic review
PhD Objectives
Register review with Prospero
Conduct database searches
Appraisal of study eligibility
Write-up
Protocol development and write-up
Quantitative data collection (SSIS-ACE study)
Qualitative data study (current study)
Data analysis and write-up
















Figure 3: Overview of mixed methods study
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2.5 Theoretical framework 
                                                                                                                                                                                                                                                                                                                                     
The theoretical framework for this thesis was based on two models: (1) ‘The Social-
Ecological Model’ [192] and (2) ‘The Growing Flower Model of Reintegration after 
Suicide’ [193]. The latter model has the potential to be applied to the experiences 
of people who are confronted with a family member’s high-risk self-harm, in 
addition to suicide-bereaved family members.   
2.5.1 The Social Ecological Model 
 
The Social Ecological Model is a well-established model that has been previously 
used to understand and tackle various public health issues, including diet [194], 
physical activity [195], HIV/AIDS [196], bullying [197] and violence [192]. This model 
is primarily concerned with providing a framework to understand the complex 
interaction and interplay between individual, relationship, community and societal 
factors [192]. Each of the four components of the model overlap, illustrating how 
the factors influence and impact one another (Figure 4) [192].  
This model is predominantly interpreted by examining how factors at the 
higher level of the model (i.e. societal) impact on the lower levels of the model. 
However, I have chosen to interpret the model in the opposite direction and have 
done so for a number of reasons; fatal and non-fatal suicidal behaviour is 
something that predominantly and initially impacts on close family members and 
friends. It is after this initial individual impact, where we see a ‘ripple effect’ 
towards the higher levels of the Social Ecological Model to social/work networks 
and the wider community. Therefore, the impact of fatal and non-fatal suicidal 
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behaviour will most strongly focus on individual impacts and move towards impacts 
on relationships, communities, and finally society at large.  
The model is divided into four levels that can provide an insight into 
experiences of familial fatal and non-fatal suicidal behaviour. The first level of the 
model is individual, where factors such as genetics, gender, age, kinship and 
socioeconomic status may influence how individuals are impacted by a family 
member’s fatal or non-fatal suicidal behaviour. Evidence suggests that experiencing 
a parent or siblings fatal and/or non-fatal self-harm increases the risk of own 
suicidal behaviour [29, 174]. The second level of the model relates to interpersonal 
relationships, including family, friends and one’s social network. The evidence 
clearly demonstrates that having adequate support from family and friends 
following a family member’s suicide or self-harm may ameliorate some of the 
negative health and social consequences for the family member [112]. The third 
level relates to the community and the setting in which social relationships occur. 
Research indicates that perceived stigma from the community increases the risk of 
suicidal thoughts and self-harm in suicide-bereaved family members [111]. 
Research also indicates that people bereaved by suicide perceive stigma more 
intensely than people bereaved by sudden natural and sudden unnatural deaths 
[91]. Finally, the fourth level examines broader societal factors, which are closely 
linked with community factors. In the case of suicidal behaviour, the fourth level 
refers to the cultural norms around the behaviour and how it is perceived by 
society as a whole. The broader cultural and societal norms of suicidal behaviour 
can impact on family members experiencing suicidal behaviour, with recent 
research indicating that they experience more shame, responsibility, guilt than 
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people bereaved by sudden natural and sudden unnatural deaths [91]. 
Furthermore, the inquest process can be viewed as the societal response to a 
suicide death, as family members bereaved by sudden, violent and unnatural 
deaths in many countries previously or currently in the British Commonwealth, are 
subjected to the inquest process. While the inquest is the societal response to 
suicide, it still has impacts that span the lower levels of the model, culminating 
most strongly in individual impacts. Overall, this model is useful for informing our 









2.5.2 The Growing Flower Model of Reintegration after Suicide  
 
The Growing Flower Model of Reintegration after Suicide has four levels of impact, 
similarly to the Social Ecological Model. This model was also chosen as it provides a 
clear illustration of the specific obstacles faced by many people bereaved by 
suicide, beginning with the event of the suicide and moving in a clockwise direction 
Societal Community Relationship Individual 
Figure 4: Social Ecological Model 
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towards the last theme, which relates to growth and meaning-making. While there 
is no framework to illustrate the impact of a family member’s (high-risk) self-harm, 
many aspects of the Growing Flower Model can be related back to this experience, 
as well as suicide bereavement. This is not surprising given the broadly similar 
impacts discussed by people experiencing fatal and non-fatal suicidal behaviour. 
Additionally, many family members experiencing (high-risk) self-harm express 
emotions, with many of them strikingly similar to people experiencing suicide 
bereavement. Similarly, they may also search for explanations for the self-harm and 
finally may develop meaning-making after the event.  
This model was originally created to describe the four levels of reintegration 
after suicide that family members often experience, as well as eight prevalent 
themes surrounding this integration [193]. However, the scant literature on how 
people experience a family member’s self-harm indicates that their experiences are 
broadly similar to the experiences of suicide-bereaved family members. This is true 
in relation to the psychological, physical and psychosomatic health impacts, as well 
as their needs for informal and formal supports. Therefore, this model can be used 
to conceptualise experiences of the suicide-bereaved as well as those experiencing 
a family member’s high-risk self-harm. The model has four levels of integration; (1) 
the bereaved person; (2) their family; (3) the social network, including friends, 
neighbours, and acquaintances, and (4) the systems in the society, including the 
police force and social care. The model posits that there is an interaction between 
each level which is represented by the dotted lines [193]. The model presented 






Each level impacts on eight themes related to the reintegration process, as 
shown in Figure 6 below. Firstly, the model posits that the occurrence of the suicide 
is the starting point for the bereaved family member’s journey through grief. 
Aspects of the suicide, such as if they found their family member’s body, or if they 
were told the news by others, may influence how they experience the event. 
People experiencing a family member’s self-harm also go through a similar process 
of discovery, including whether they found their family member or from whom they 
Figure 5: Levels of reintegration after suicide, adapted from Postuvan et al (2017) 
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heard about the self-harm [122, 123]. Additionally, the method of suicide or self-
harm chosen and whether the body was damaged can also be important for family 
members [122]. The presence or absence of other family members and members of 
the emergency and health services can also change the dynamics of the event for 
family members.  
Secondly, the funeral and associated rituals can also serve as an important 
aspect of grieving for family members. Other rituals, including people offering their 
condolences by sending cards, may be a crucial aspect for family members. These 
rituals can be important for meaning-making for suicide-bereaved family members. 
Conversely, people experiencing a family member’s self-harm do not have these 
formal rituals and may need to engage in their own private rituals for meaning-
making. Society has norms in how we respond to people that are physically ill or 
unwell. These norms generally consist of people sending cards, messages or flowers 
wishing them a full recovery. However, it is unclear if these social norms extend to 
people experiencing mental health difficulties or engaging in self-harm, and their 
family members. These rituals may also not occur due to family members 
concealing the self-harm or others not responding to the mental health difficulties 
or self-harm due to stigma. Therefore, a lack of rituals may play a part in the 
process of people experiencing a family member’s self-harm.  
The third theme relates to the emotions experienced, which are broadly 
similar for people bereaved by suicide and people experiencing a family member’s 
self-harm. Common emotions include shock, anger, guilt, extreme sadness, shame, 
fear and helplessness [123]. These emotions can be expressed in a positive sense by 
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confiding in other family members and friends or by engaging in activities such as 
physical activity or hobbies to distract family members. However, sometimes family 
members feel unable to speak to others and can engage in unhelpful coping 
mechanisms, including substance abuse or self-harm.  
The fourth theme of the model relates to how others perceive the suicide 
and their reaction to the suicide. Guilt and blame are often pervasive in those 
bereaved by suicide, and can be further compounded by others in the social circle 
offering clichés, such as “everything will be ok” and that “everything happens for a 
reason”. Related to this, suicide-bereaved family members have high levels of 
perceived stigma, shame, responsibility and guilt compared to family members 
bereaved by sudden natural and sudden unnatural deaths [91]. Similarly, people 
experiencing a family member’s self-harm can also feel guilt and a sense of shame 
as they sometimes try to conceal the self-harm due to others perceived negative 
responses, leading to feelings of stigmatisation [122, 131]. These insensitivities may 
cause people experiencing fatal or non-fatal suicidal behaviour to withdraw from 












The fifth theme relates to how the suicide-bereaved often engage in trying 
to understand why the deceased died by suicide. Some family members 
hypothesise that the suicide may have been as a result of an inherent vulnerability, 
feelings of intense shame or anger and perfectionism, leading to feelings of 
perceived inability to meet the high standards they set for themselves [198, 199]. 
This search for explanations or sense-making can also be characterised by constant 
Figure 6: Themes of the reintegration process, adapted from Postuvan et al (2017) 
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rumination about the death, which can be damaging to the family member. People 
experiencing a family member’s self-harm also undergo a process of reflection and 
meaning-making, which can sometimes serve to reinforce negative feelings of guilt 
and self-blame [122, 126].  
The sixth theme emphasises the importance of support for family members, 
whether it is formal or informal support. The Growing Flower Model emphasises 
that each of the four levels of the model can provide different types of support, 
where the family and social network can provide informal support and the systems 
level can provide professional support. The existing literature indicates that family 
members experiencing fatal [111, 112, 200] and non-fatal [122, 123, 131] suicidal 
behaviour require support, not just in the immediate aftermath but also in the long-
term. Often, this need for support is not met, thereby increasing feelings of stigma 
which may compound family members’ increased risk of suicidal ideation and self-
harm [70, 111, 112].  
 The seventh theme relates to spirituality which can be expressed in many 
different formats by the bereaved. For some, it can be closely connected with their 
religious views, while for others can take the form of vivid dreams or 
parapsychological phenomena, such as reporting that they saw or heard the 
deceased. These spiritual aspects can offer comfort to the bereaved during the 
grieving process. No research has explored how religiousness or spirituality impacts 
how people make sense of a family member’s self-harm.  
The final theme relates to meaning-making, personal growth and identity 
changes. The experience of suicide bereavement can result in the bereaved 
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questioning or losing the role and identity they had before the death. Some can see 
this change as positive, which is termed posttraumatic growth. The extant literature 
also suggests that people experiencing a family member’s self-harm can also 
undergo changes to their perceived identity. Particularly, parents often question 
their parenting skills and abilities, wondering if their parenting style ‘caused’ their 
child’s self-harm [128]. They often make changes to their parenting style following 
the self-harm in order to be more effective parents [128]. However, specific 
research exploring meaning-making after a family member’s self-harm is lacking. 
 
2.6 Methods of Study 1: Systematic review of the physical and 
psychosomatic health outcomes of suicide bereavement  
 
2.6.1 Aim 
The aim of the first study was to systematically review the literature on the physical 
and psychosomatic health outcomes in family members bereaved by suicide 
compared to family members bereaved by other causes of death.  
2.6.2 Data collection 
The data sources for this study were all relevant published primary articles on the 
topic. MEDLINE, EMBASE, CINAHL, and PsycINFO were searched for relevant articles 
published between 1st January 1985 and 27th March 2017. There were slight 
modifications to the search strategy for the different databases. Reference list 
searching was employed for all included articles. In total, 24 articles meeting the 
inclusion criteria were located by the search.  
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2.6.3 Data Analysis 
The quality of each included article was assessed using a modified version of the 
Newcastle Ottawa Scale (NOS). The quality assessment of included articles was 
done independently by two authors. Because of the heterogeneity of outcomes 
examined, narrative synthesis was used to analyse the data extracted from each of 
the individual studies for the systematic review. A comprehensive description of the 
systematic review methods is presented in Chapter 3. 
 
2.7 Methods of Study 2: Mixed methods study of the physical and 
psychological health effects of suicide bereavement on family members 
 
2.7.1 Aim 
The primary aim of the second study was to examine the psychological, physical 
and psychosomatic health effects of suicide bereavement on family members, using 
mixed methods. A secondary aim was to describe the support services required for 
suicide-bereaved family members.  
2.7.2 Data collection  
SSIS-ACE formed the basis for the participant recruitment for Studies 2, 3 and 4. 
Data collection for Study 2 is outlined below. SSIS-ACE was a retrospective case-
control study conducted to improve understanding of and identify specific risk and 
protective factors associated with, suicide in Ireland. Two interlinked case-control 
studies were conducted as part of the SSIS-ACE study. The first compared suicide 
cases to matched GP controls; the second compared suicide cases to people who 
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presented to Emergency Departments in Cork, Ireland with an act of non-fatal high-
risk self-harm. Dr Larkin, who was the senior researcher on the SSIS-ACE study, and 
an advisor of this thesis, identified suicide decedents and their next-of-kin via 
screening coroner’s records. Open (undetermined deaths) and narrative verdicts 
were also screened and were included if they met the Rosenberg criteria for a 
probable suicide. Dr Larkin contacted the next-of-kin of included cases to firstly 
verify their needs for support and to inform family members of the opportunity to 
take part in a psychological autopsy study.  
The suicide-bereaved participants who took part in the SSIS-ACE study and 
who gave written consent for further follow-up were then recruited for the 
qualitative component of this study. In order to recruit participants for the 
purposes of this thesis, I re-approached family members from the SISS-ACE study on 
average 17 months later to participate in the qualitative component of this mixed 
methods study. Family members bereaved by suicide were contacted in the first 
instance via letter about the current study. Following receipt of the letter, 
participants were contacted via telephone to initially determine what support 
needs family members needed and to offer proactive facilitation of such support. 
Secondly, their interest in participating in the follow-up study was then verified. 
Letters were sent to twenty-five participants, with six refusing to take part. 
Nineteen family members agreed to participate but one person did not consent for 




Quantitative data used in this study were collected as part of the SSIS-ACE 
study. Data on participants’ wellbeing, as measured by the Depression, Anxiety and 
Stress Scale (DASS-21), was completed at the end of the SSIS-ACE psychological 
autopsy study and forms the quantitative component of this study. The quantitative 
data was used to supplement the qualitative interview data and was collected from 
July 2014 to May 2016.   
2.7.3 Data analysis 
 
The eighteen qualitative interviews with family members bereaved by suicide were 
analysed using thematic analysis. This method was chosen for a number of reasons. 
Firstly, it is a relatively flexible methodology, which is compatible with a range of 
research questions and is not theoretically bounded [201]. The latter point is in 
stark contrast to Grounded Theory and interpretative phenomenological analysis 
(IPA), which seek to identify patterns in the data that are theoretically bounded.  
Thematic analysis provides a rich and detailed description of the data [201, 
202], where coding is used to identify patterns across the data [203]. Additionally, 
thematic analysis works well when analysing large qualitative datasets [202]. 
Thematic analysis is also advantageous for showcasing any similarities and 
differences between cases [202]. Thematic analysis is most suitable for research 
that is more applied in nature, where researchers are keen to provide a 
comprehensive and sophisticated level of analysis, which can still be presented in a 
readily accessible way for non-academic audiences [203]. This study is particularly 
concerned with understanding the health and support service needs of people 
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bereaved by suicide in Ireland, as no study to date has done so comprehensively. It 
is hoped that this research will contribute to providing evidence-based policy 
recommendations in order to improve the lives and health of people experiencing a 
family member’s fatal or non-fatal suicidal behaviour. Therefore, it is imperative 
that we selected a method that could provide a rich and comprehensive description 
of the data, while also providing clear, focused and unambiguous findings. 
Therefore, these lines of enquiry were most suited to thematic analysis [201, 203].  
Descriptive statistics were used to present information on a range of 
variables, including the age, gender and marital status of the suicide decedents and 
whether there was a history of self-harm prior to the death. Similarly, descriptive 
statistics were also used to illustrate the age and gender of the family members and 
their relationship to the deceased. As the data were non-normally distributed, 
median scores and interquartile ranges (IQRs) were computed to describe the 
DASS-21 subscales and total score. A Mann-Whitney U test was used to identify any 
potential differences in well-being scores for males and females and for people 
bereaved by a hanging or non-hanging suicide. These two categories were chosen 
as it was not possible to run the analysis by each of the methods of suicide due to 
small numbers in some of the groups.  
2.8 Methods of Study 3: Exploring how family members bereaved by suicide 
experience the inquest process  
2.8.1 Aim 
The aim of the third study was to explore how people bereaved by suicide 
experience the inquest process in Ireland.  
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2.8.2 Data collection  
As part of the qualitative interviews with suicide-bereaved family members for 
Study 2, participants were also asked about how they experienced the inquest 
process, which formed the basis for Study 3.  
2.8.3 Data analysis 
Similarly to Study 2, data for Study 3 was analysed using thematic analysis. 
Grounded Theory would have been an inappropriate method of analysis for this 
study as it was not formulated using a Grounded Theory framework, nor was it 
focussed on generating theory related to family members’ experiences of the 
inquest process. IPA is primarily concerned with understanding the meaning people 
attach to their experiences. This study was not concerned with exploring in detail 
the individual, personal and lived experience of suicide-bereaved family members 
understanding the meaning they ascribe to the inquest process. Additionally, this 
study was not developed from a phenomenological, hermeneutic and idiographic 
focus, which are the three facets required to conduct an IPA study [187]. Rather, 
this study sought to explore how family members experienced the inquest process, 
with a view to understanding what could be done to improve the inquest process to 
reduce undue distress caused to family members. Nor, was the focus on each case 
in a singular sense, which is a key facet of IPA. This research question was not 
inductive in a way that is required for IPA, rather, the research objectives were 
formulated by the extant literature on the topic. IPA requires researchers to 
conduct research that does not seek to corroborate or negate hypotheses based on 
the existing literature on the topic.  
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 Thematic analysis was also chosen as it a flexible method, that is not tied to 
one particular epistemological stance, as is the case with approaches such as 
discourse analysis and IPA [201]. IPA is tied to a phenomenological approach and 
discourse analysis is tied to a social constructionist approach. Thematic analysis can 
be applied to any of the major ontological, epistemological and theoretical 
frameworks of qualitative research [187].  
2.9 Methods of Study 4: How do people experience a family member’s high-
risk self-harm? 
2.9.1 Aim 
The aim of the fourth study was to explore how people experience a family 
member’s high-risk self-harm.  
2.9.2 Data collection 
People who experienced a family member’s high-risk self-harm who took part in the 
SSIS-ACE study and consented for further follow-up (n = 15) were approached for 
this qualitative study that formed the basis for Study 4. High-risk self-harm was 
operationalised as using a high-risk self-harm method (i.e. attempted hanging, 
jumping, drowning). Participants were also eligible for inclusion if the family 
member’s self-harm act did not meet the criteria for high-risk but there was a 
clinical impression of high suicide intent. Participants were contacted in the first 
instance via telephone about the current study. Up-to-date information on 
participants’ addresses was not available, therefore the telephone contact served 
to verify this information and introduce the study. Three participants were 
uncontactable by phone and it was therefore not possible to send introductory 
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letters to these participants. Letters were sent to twelve participants, with three 
refusing to take part in the study. Nine interviews were conducted with individuals 
experiencing a family member’s high-risk self-harm, yielding a response rate of 
75%.   
2.9.3 Data analysis 
IPA was chosen to analyse the nine interviews with people who experienced a 
family member’s high-risk self-harm. IPA is concerned with exploring in detail an 
individual’s lived experience, where the researcher seeks to understand how 
participants make sense of their personal world [187]. It was crucial that this 
research had a phenomenological approach, in order to understand participants’ 
personal perception of their family member’s high-risk self-harm, as opposed to 
providing an object statement about the event itself [187]. IPA is especially useful 
where one is concerned with novelty, complexity and process [204]. This research is 
novel; no research has explicitly explored how an episode of high-risk self-harm 
affects family members’ psychological, physical and psychosomatic health. IPA is 
also valuable when the topic under investigation is complex, puzzling and 
emotionally charged. No research exists exploring how people experience a family 
member’s high-risk self-harm. Additionally, psychosomatic health experiences, in 
particular, are complex as they are inextricably linked with mental health 
experiences. Research suggests that those experiencing the suicidal behaviour of a 
family member experience higher levels of stigma [91], which increases the risk of 
adverse mental health outcomes, including suicidal thoughts and self-harm [111]. 
Therefore, research into the impact of suicidal behaviour on family members 
requires an approach that can explore individual subjective experiences is vital 
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[205]. IPA has a major idiographic focus, where there is a commitment to detailed, 
thorough and systematic analysis, achieved through the use of small sample sizes. 
IPA is also committed to understanding how contextual and socio-historical factors 
shape experiences and the meaning we ascribe to experiences. Furthermore, the 
hermeneutic circle, which is another key facet of IPA, encourages the researcher to 
examine ‘the whole in light of its parts, the parts in light of the whole, and the 
contexts in which the whole and parts are embedded’ [206]. Specifically for 
research into suicidal behaviour, it is crucial to consider how shame, stigma, 
rejection, and isolation impacts on how one experiences a family member’s high-
risk self-harm. Research suggests that those experiencing the suicidal behaviour of 
a family member experience higher levels of stigma [91], which increases the risk of 
adverse mental health outcomes, including suicidal thoughts and self-harm [111]. 
Therefore, this study required an analysis method that takes into account and seeks 
to understand the experiential complexities of experiencing a family member’s 
high-risk self-harm, through a phenomenological, hermeneutic and idiographic 
focus.  
 Thematic analysis has a number of similarities to IPA and the final IPA and 
thematic analysis can look broadly similar. While IPA is concerned with the meaning 
an individual ascribes to an event or process, thematic analysis can also be suitable 
for research questions that involve experiences. However, IPA, together with its 
idiographic focus is most suited to research exploring meaning and lived 
experience, whereas thematic analysis is most appropriate for seeking to 
understand patterned meaning across the data-set [207, 208]. Given a larger 
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sample size, without the central phenomenological and idiographic focus, this 
research could also have been analysed using thematic analysis.  
2.10 Ethical considerations 
 
Ethical approval for the empirical studies in this thesis was obtained from the 
Clinical Research Ethics Committee of the Cork Teaching Hospitals (Appendix 1). The 
four principles of medical ethics [209], respect for autonomy, beneficence, non-
maleficence, and justice were used as a guiding framework to be cognisant of the 
ethical considerations for this research, as follows: 
2.10.1 Respect for autonomy and justice 
 
In order for people who experienced a family member’s suicide or high-risk self-
harm to be included in this doctoral study, participants must have provided written 
informed consent for future follow-up. This written consent was obtained at the 
conclusion of the SSIS-ACE study. It was explained to participants at the conclusion 
of the interview for the SSIS-ACE study that the written consent would only allow 
researchers in the National Suicide Research Foundation (NSRF) to contact them if 
future research opportunities arose and it did not mean that participants were 
consenting to take part in any future research.  
Participants who gave their written informed consent at the conclusion of 
the SSIS-ACE study were contacted in relation to the research in the current 
doctoral thesis. It was explained to the participants that this was a follow-up study 
to the SSIS-ACE study but, it was emphasised that there was no obligation to 
participate. At this point, family members were offered facilitation of support, 
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regardless of whether they chose to participate in the follow-up study. Participants 
who agreed to take part were given detailed information sheets outlining the 
research and written informed consent was obtained. Participants were advised 
that they could withdraw their participation at any time, including after the 
conclusion of the interview.  
It was explained to participants that confidentiality would be maintained 
within the research team, except if the participant disclosed child abuse or threats 
to harm oneself or another person. All audio recordings and transcribed interviews 
were saved to a double encrypted password protected computer. Hard copies of 
the signed consent forms have been stored in a securely locked cabinet within the 
NSRF offices. Finally, a small number of participants requested to be sent a 
summary of outcomes related to the study. This feedback has been distributed to 
all participants who requested it. 
2.10.2 Beneficence and non-maleficence  
 
Due to the family history of suicidal behaviour, people experiencing a family 
member’s suicide or high-risk self-harm are at increased risk of suicidal behaviour 
themselves [34]. A large body of evidence exists which highlights the benefits of 
research participation for people experiencing a family member’s suicidal 
behaviour, while also showing that asking about suicidality does not induce or 
increase suicidal ideation or suicidal behaviour [68, 210-216]. I undertook 
specialised in-house training from the NSRF to identify acute suicidality indicators 
and respond to distress in the context of telephone and face-to-face contact with 
participants. As previously stated, each family member contacted was offered 
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facilitation of support, regardless of whether they chose to take part in the research 
or not. AS had supervision sessions after each interview with the Principal 
Investigator of this study, Professor Ella Arensman. Professor Arensman is a trained 
psychotherapist and was available to liaise with participants or to facilitate referrals 
if required.  
2.11 Summary of this chapter 
This chapter provided an overview of the study design utilised and also a discussion 
of the major paradigms in research. The rationale and methodological 
considerations for a mixed methods approach were discussed. Two theoretical 
frameworks were used for this thesis; the Social Ecological Model and the Growing 
Flower Model of Reintegration after Suicide. The aim of the four studies described 
in this chapter was to develop the evidence base of and examine the health effects 
of suicide bereavement, the impact of the inquest process on family members and 
finally and how people experience the high-risk self-harm of a family member. A 
systematic review and a narrative synthesis, semi-structured interviews and 
questionnaire-based data, using qualitative and quantitative methods and two 
qualitative studies were used to address these study aims. Finally, the ethical 
considerations pertinent to this research, including respect for autonomy and 
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Little research has been conducted into the physical health implications of suicide 
bereavement compared to other causes of death. There is some evidence that 
suicide bereaved parents have higher morbidity, particularly in terms of chronic 
illness. This systematic review aims to examine the physical and psychosomatic 
morbidities of people bereaved by a family member’s suicide and compare them 
with family members bereaved by other modes of death. 
Methods:  
MEDLINE, EMBASE, CINAHL, and PsycINFO were searched from 1985 to February 
2016. The search was re-run in March 2017. Peer-reviewed English language articles 
comparing suicide-bereaved family members to non-suicide bereaved family 
members on measures of physical or psychosomatic health were eligible for 
inclusion. Cohort, cross-sectional, case-control and cohort-based register studies 
were eligible for inclusion. A modified version of the Newcastle Ottawa Scale was 
used for quality assessment. Results were synthesised using narrative synthesis. 
Results: 
The literature search located 24 studies which met the inclusion criteria. Seven 
studies found statistically significant associations between physical health and 
suicide bereavement. Five of the studies found that suicide-bereaved family 
members were more likely to experience pain, more physical illnesses and poorer 
general health. They were also at increased risk of cardiovascular disease, 
hypertension, diabetes and chronic obstructive pulmonary disease. In contrast, 
another study in Denmark found that those bereaved by suicide had a lower risk of 
a number of physical health disorders, including cancers, diabetes, cardiovascular 
and chronic lower respiratory tract disorders compared to those bereaved by other 
causes of death. Additionally, a further study conducted in the United States found 
that suicide-bereaved children visited a GP less frequently than non-suicide 
bereaved children.  
Conclusions: 
Review findings are relevant for clinicians working with people bereaved by suicide 
as they highlight that such clients are at increased risk of several adverse physical 
health outcomes. Future research should examine health risk behaviours of suicide-
bereaved and non-suicide bereaved family members as they may confound the 






Bereavement is a significant stressor that can initiate or compound existing mental 
and physical disorders [217]. Grief is a reaction to bereavement, encompassing 
thoughts, feelings, behaviours and physiological changes which may fluctuate and 
change in intensity over time [218]. Over 800,000 people die by suicide worldwide 
every year, leading to an estimated 45-500 million people experiencing suicide 
bereavement annually [9, 80]. Suicide has an emotional impact on those bereaved 
but it also has a societal impact, in terms of economic effects [219]. While a number 
of studies have considered the economic impact of suicide [220-222], it is important 
to understand the individual effect of suicide bereavement in terms of survivors’ 
physical and psychosomatic health symptoms. Psychosomatic symptoms can be 
defined as subjective physical complaints (e.g. headache, stomachache, dizziness) 
and  psychological complaints (e.g. feeling low, irritability, nervousness, difficulty in 
getting to sleep) without any known organic disease [53].  
Strong links have been established between psychological health, 
psychosomatic health [223] and physical health [224]. Depression and depressive 
symptoms increase the risk of both prevalent and incident diabetes [225-227]. Both 
chronic and acute stress increases the risk of incident coronary heart disease, with 
inflammation being the most probable mechanism underlying this association 
[228]. It is also thought that lifestyle choices, including cigarette consumption and 
social interactions are possible mediators. However, other important mediators 
include socio-economic status and access to appropriate medical care [224].  
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There have been mixed results regarding how suicide bereavement differs 
from other forms of bereavement [113, 229]. A seminal review [113] posited that 
suicide bereavement can be differentiated by three over-arching themes. Firstly, 
the qualitative aspects of grief may be different, with those bereaved by suicide 
experiencing higher levels of guilt, blame, responsibility and rejection. Secondly, 
social processes may differ for those bereaved by suicide, where they feel more 
isolated or stigmatized due to their loved one’s suicide. Finally, a pre-existing 
dysfunctional family environment may have contributed to the development of 
suicidal thoughts and behaviour in the deceased. This dysfunction coupled with the 
suicide may contribute to the occurrence of psychiatric conditions amongst the 
surviving family members.  
Also, people bereaved by suicide are at increased risk of engaging in suicidal 
behaviour themselves [28]. Researchers have put forward several explanations as 
to why those bereaved by suicide are at particular risk of suicidal behaviour. Firstly, 
it has been posited that the intrafamilial transmission of suicidal behaviour may be 
partly explained by genetics [27, 175]. Research indicates that proband self-harm 
increased the odds of offspring self-harm by nearly 5-fold, when controlling for a 
number of factors including baseline history of self-harm [175]. Some research 
suggests that the intrafamilial transmission of impulsive aggression, childhood 
maltreatment and mood disorder may be possible mediators [175]. However, the 
exact mechanism underlying this genetic transmission is still unclear. Nonetheless, 
the research conducted in this area is limited to family, twin and adoption studies, 
which have been mainly retrospective in nature. Additionally, these studies have 
not been designed to identify specific genes related to suicidal behaviour.  
92 
 
In addition, social stigma and blame represents a significant challenge for 
those bereaved by suicide, which may motivate some families to conceal the cause 
of death [108, 114]. People bereaved by suicide are at increased risk of suicide, 
depression, substance abuse, complicated grief and feelings of shame and guilt [65, 
84, 113, 230]. They are also at increased risk of negative physical outcomes, 
including cardiovascular disease (CVD), chronic obstructive pulmonary disease 
(COPD), hypertension, diabetes and pancreatic cancer [82, 231]. While it is 
important to consider such specific physical health conditions, it may take many 
years for such conditions to develop. Therefore, it is also critical to consider somatic 
and psychosomatic symptoms and complaints which may be more likely to be 
present in the short-term following bereavement [76, 101, 232, 233].  
To date, a synthesis of research on the effects of suicide bereavement on 
physical health problems and psychosomatic symptoms has not been conducted. 
The rationale for this review is to contribute to the evidence around the societal 
impact of suicide bereavement as borne by the families and health services, as well 
as informing clinicians who support those bereaved by suicide. The population of 
interest is bereaved family members and the exposure of interest is suicide 
bereavement. Therefore, people bereaved by suicide will be compared to people 
bereaved by other causes of death to examine any differences in physical and 
psychosomatic health between the two groups. The aim of this paper is to examine 
the physical and psychosomatic morbidities of people bereaved by a family 






This review was conducted by adhering to the Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA) checklist [234]. The PRISMA 
checklist has been completed (see Appendix 2). The review protocol has been 
registered on PROSPERO, registration number CRD42016030007.  
3.3.1 Search strategy 
 
MEDLINE, EMBASE, CINAHL, and PsycINFO were searched for articles published 
between 1st January 1985 and 15th February 2016. Four articles were also identified 
from the reference lists of other included articles. Searching was re-run on 27th 
March 2017 to locate additional articles published in the interim (n = 666).  This 
search found one recently published study that met the study inclusion criteria. The 
following MeSH terms were exploded to define exposure: “suicide”, 
“bereavement”, “genetic predisposition to disease” and “family characteristics”. 
Searches for the following keywords were also run to define exposure: “grief”, 
“familial”, “family history” and “genetic predisposition”. The following MeSH terms 
were exploded to define the population of interest: “family” and “friends”. The 
term “friends” was included in order to ensure inclusion of all relevant articles that 
may have included family members also. The term “survivors” was not exploded as 
it would have included survivors of terminal illness and long-term HIV survivors. 
Searches for the following keywords were also run to define the population: 
“relative*”, “parent*”, “mother*”, “father*”, “sibling*”, “offspring*”, “child*”, 
“brother*”, “sister*”, “family”, “friend” and “survivor*” (see Appendix 3). Searches 
were limited to English language articles only and articles published from 1985 to 
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15th February 2016 for the first search. As previously stated, the search was re-run 
in March 2017. There were slight modifications to this search strategy when 
searching other databases, where needed/appropriate. Reference list searching 
was employed for all included studies. The search strategies used for each of the 
databases is provided in Appendix 3. Among the full-texts of articles retrieved, sixty 
were subsequently excluded. The citations of these articles along with the reasons 











Figure 7: PRISMA flow diagram illustrating search process for systematic review 
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3.3.2 Inclusion criteria 
 
Studies that met the following eligibility criteria were included in the review: (1) the 
population of interest comprised family members bereaved by suicide, including 
those related by blood and also including spouses; (2) controls were family 
members bereaved by a non-suicide death; (3) authors specified at least one 
physical or psychosomatic health outcome; (4) original cross-sectional, case-control, 
cohort and registry-based studies. 
3.3.3 Exclusion criteria 
 
Studies that exclusively used non-bereaved controls as the comparison group were 
excluded, as it is impossible to say if any negative health effect observed is 
attributable to suicide bereavement or to bereavement in general [80]. Case 
reports, cases studies, reviews, randomised controlled trials and studies with no 
control groups were excluded. If multiple articles meeting the inclusion criteria 
were published based on the same study, the article(s) containing the most 
complete or new information was used.  
3.3.4 Data collection and data extraction 
 
The first author (AS) conducted the initial searches and screening process. Three 
authors (AS, CL and KMS) screened the full-text articles to assess for eligibility; 
disagreements were discussed and resolved with a fourth reviewer (EA). One 
author who was contacted regarding missing relevant information provided further 
analyses to meet the inclusion criteria for this review [235]. One author (AS) 
extracted the following information from relevant articles:  
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 Author and publication details 
 Location/setting 
 Study design 
 Population/exposure/comparison group/outcome 
 Methodological considerations (sample size, duration of participation and 
loss-to-follow-up) 
3.3.5 Quality assessment and analysis 
 
A modified version of the Newcastle Ottawa Scale which was used in a previous 
published systematic review was chosen to assess risk of bias of individual studies 
at the study level [236]. Scores range from zero (high risk of bias) to three (low risk 
of bias). Definitions then follow in order to determine what constitutes low, 
moderate and high risk of bias. Two authors (AS and FR) independently assessed 
the quality of each included article. AS resolved any disagreements through 
discussion with another reviewer (EA). Articles were not excluded based on the 
quality assessment. Results of included studies were synthesised in narrative form. 
3.4 Results 
 
3.4.1 Search results 
 
Figure 7 highlights the process of identifying relevant articles. A total of 6,959 
records were identified across the four databases, with four additional records 
identified from other sources, namely reference list searching. Eighty-six full-text 
articles were assessed for eligibility. The search was re-run in March 2017 which 
retrieved 666 articles that were published in the interim. One of these met the 
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criteria for the study. Therefore, 24 papers meeting the inclusion criteria, 
representing 27 studies were included in the review. Three papers were published 
using the same study sample. Where this occurred, the most up-to-date or most 
comprehensive information and results were included. This was done to ensure 
that information was not duplicated in the review [90, 232, 237]. Of the 24 included 
studies, five studies examining aspects of physical health [72, 74, 75, 82, 96] found 
that family members bereaved by suicide had statistically poorer health outcomes 
than the non-suicide bereaved comparison. Two further studies found statistically 
significant associations in the opposite direction, whereby the suicide-bereaved 
were at lower risk than the non-suicide bereaved comparison [97, 238]. No studies 
examining psychosomatic health outcomes found statistically significant results.    
3.4.2 Study characteristics 
 
Table 2 outlines details of the 24 included studies. These were conducted in the 
United States (n = 9), Sweden (n = 4), Canada (n = 2), the Netherlands (n = 2), 
Denmark and Sweden (n = 1), Slovenia (n = 1), Denmark (n = 1), China (n = 1), Japan 
(n = 1), Norway (n = 1), and England (n = 1). The majority of the studies (13 studies) 
were conducted more than 10 years ago (1988-2003) [72, 73, 76-78, 87-89, 96-98, 
233, 239], with 11 studies published in the last ten years (2006-2017) [74, 75, 82, 
100, 101, 231, 235, 238, 240-242]. Included studies were 10 cross-sectional studies 
[73-77, 87, 88, 96, 101, 239], 11 cohort/registry-based studies [72, 89, 97, 98, 100, 
233, 235, 238, 240-242] and three case-control studies [78, 82, 231]. Eleven studies 
examined aspects of physical health, including general health, [72, 74, 82, 89, 100, 
231, 235, 238, 240-242], eight studies examined somatic complaints/reactions [73, 
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75-78, 88, 96, 98], three studies examined psychosomatic health outcomes [87, 
101, 233], while the remaining two studies examined both physical and 
psychosomatic health outcomes [97, 239]. Sample size varied considerably between 
studies ranging from 13 people bereaved by suicide to large-scale registry-based 
studies with 31,672 people bereaved by suicide. Length of follow-up was also 















Table 2: Study Characteristics and results 
Study ID  Setting  Study design Participants Comparison Outcome(s) Results Study limitations 







Follow-up: 1, 6, 
13 and 25 after 
the death 
N = 26 
children 
bereaved by  
suicide of 
parent, from 




N = 322 children 
bereaved by non-
suicide death of 
parent (reasons 














No significant difference 
in scores of somatisation 
between suicide and 
non-suicide bereaved. 
Suicide-bereaved 
children visited doctor 
less frequently but 
missed significantly more 
days of school than 
suicide-bereaved 




were controlled for. 
Type 1 error is 
increased due to 
multiple testing of the 
data 
Cleiren et al, 






Follow-up: 4 and 
14 months after 
death 









N = 93 first-degree 
relatives and 
spouses bereaved 
by traffic accident 
 
N = 125 people 
bereaved by the 









No differences were 
found for somatic 
complaints between the 
different modes of death 
groups (no p-value 
given). Mode of death 
was not significantly 
associated with physical 
health complaints 
Some of scales used are 
not validated. No 
confounding factors 
were controlled for. 
10% loss to follow-up 


























cirrhosis, and spinal 
disc herniation 
Suicide-bereaved had 
lower risk of diagnoses of 
cancer, diabetes, 
cardiovascular and 
chronic lower respiratory 
tract disorders. They 
were less likely to take 
sick leave.  
Only people who were 
in a formal union or 
were living together 
were included. While 
analyses was adjusted 
for some covariates, 
unmeasured 





Fang et al, 
2011 [240] 
 













N = 124 parents 
bereaved by non-
suicide death of 
child 
 
N = 334 and n = 
297 parents 
bereaved by non-
cancer and cancer 
death of child 
 
N = 46 and n = 251 
parents bereaved 
by an infection-
related or any 
other cause of 
death of child 
A diagnosis of 
infection-related 
cancer using ICD 
codes 
The risk ratio was higher 
for suicide-bereaved 
than for non-suicide 






confounders were not 
accounted for due to 
the registry-based 










Follow-up: 2, 6, 
12 and 30 
months after the 
death 











N = 144 people 
aged ≥55 years not 
experienced any 
death or divorce 
of spouse  
The somatization 





spouses did not differ 
significantly on the 
somatization subscale. 
All of the mean scores of 
the scales, including 
somatization, decreased 
over the 2.5 year period  
There appears to be 
loss to follow-up in 
each group which may 
indicate the presence 




Slovenia Cohort study 
 
Follow-up: 2 and 
12-14 months 
after the death 




N = 23 road traffic 
accident-bereaved 
of their spouse   
 









There were no 
statistically significant 
differences (no data 
presented) between the 
bereaved groups on the 
physical health measures 
contained within the SBS. 
Small sample size; no 
confounding factors 
controlled for. First 
assessment conducted 
2 months post-death 
when acute grief is 












N = 19535 
offspring ≤18 
years and n = 
12137 ≥18 
years who 
lost a parent 




N = 42796 
offspring ≤18 
years and n = 





N = 52592 
offspring ≤ 18 
years and n = 





N = 25772 
offspring ≤18 
years and n = 




Diagnosis of first 
malignant cancer 
before the age of 40 
in the Cancer 
Register 
The effect of suicide 
bereavement more than 
doubled the risk of 
human papillomavirus-
related cancers before 
the age of 40, compared 
to those bereaved by 
non-suicide deaths. 
However, this finding 
was not statistically 
significant.  





























N = 1217 children 
bereaved by 
unexpected 
deaths other than 
accident, suicide 
or violence of their 
relative 
A diagnosis of 
childhood cancers 










The adjusted hazard ratio 
was higher for suicide-
bereaved children than 
children bereaved by 
other causes of death. 
However this association 
did not reach statistical 
significance 
Small numbers of 
suicide bereaved may 
not make these findings 
generalisable to other 













interview M = 
5.8 months after 
the death 
Second interview  
M = 9 months 
after the death 
N = 30 
parents who 
lost a son 






N = 30 parents 
who lost a son 
aged 18 to 35 




using items taken 
from Quebec’s 1987 
Health Survey 
Suicide-bereaved had 
more physical illnesses 
and consulted health 
professionals more 




including gender and 
age of the deceased not 
controlled for. High 











N = 45 
offspring 
bereaved by 





N = 27 offspring 
bereaved by 
accidental death 
of a parent 
 
N = 51 offspring 
bereaved by 
sudden natural 
death of a parent 
BMI was the 
outcome studied, by 
measuring the 
weight and height of 
offspring objectively 
There were no 
differences in the BMI 
categories of offspring 
bereaved by suicide, 
accident and sudden 




attrition bias as 
participants lost to 
follow-up more likely to 
be bereaved than those 
retained in the study 








N = 537 
parents 
bereaved by 




N = 716 parents 




N = 549 parents 
bereaved by 












exceeding 30 days 
due to somatic 
diagnoses 
No statistically significant 




bereaved and naturally 
bereaved parents 
Sickness absence due 
to specific somatic 
diagnoses were only 
included if they 


















N = 15 accident-
bereaved spouses 
 





N = 13 bereaved 
by expected 






No significant differences 
in mean scores of 




Small sample size of 
suicide and non-suicide 
bereaved 
De Groot et 













N = 70 first-degree 
relatives and 
spouses bereaved 
by natural causes   
RAND-36 used to 
assess general 
health, with nine 
subscales 
Suicide-bereaved 
functioned less well in 
terms of pain and general 
health than naturally-
bereaved 
Possibility of selection 
bias due to difficulty in 
recruiting family 





United States Cross-sectional 
study 










N = 61 (13 fathers 
and 48 mothers) 
whose children 
died as a result of 










No difference on the 5 




depression, anxiety) or 
across physical health 
outcomes between the 2 
groups  
Bereaved parents may 
not be representative 
as they were recruited 
from self-help groups 
Dyregrov et 
al, 2003 [96] 
Norway Cross-sectional 
study 




N = 68 accident-
bereaved parents  
 








fewer problems on GHQ 
than suicide and 
accident-bereaved 
 
Control group was 
heterogenous (violent 

































subscale of the Brief 
Symptom Inventory 
(BSI) 
No differences between 





violent and non-violent 
deaths which may have 
introduced selection 
bias 
McNiel et al, 
1988 [88] 
United States Cross-sectional 
study 




death of their 
husband 
N = 13 widows 
bereaved by the 
accidental death 





No significant differences 
in the mean scores of 
suicide and accident-
bereaved  
Very small sample size 
and no confounding 













N = 23 accident-
bereaved adults 
 
N = 9 adults 
bereaved by acute 
illness 
 













No group differences 
were found for somatic 
symptoms. Multiple 
comparison tests 
indicated that those 
bereaved by suicide had 
poorer general heath 
than those bereaved by a 
longer illness (p <0.05) 
Selection bias may be 
present as participants 
recruited from self-help 
group. Response bias 
may be present due to 
the small sample of 
suicide bereaved and 
those bereaved by 
acute illness. Some 
important confounders 
were not controlled for 
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Pfeffer et al, 
2000 [76] 
United States Cross-sectional 
study 
N = 11 
families 





N = 57 families 
(made up of 64 
children) where a 
parent died from 
cancer 
Child Behaviour 
Checklist (CBCL) has 
a subscale for 
somatic complaints 
Mean scores of somatic 
complaints did not 
significantly differ 
between children 
bereaved by the cancer 
death of a parent and the 
suicide death of a parent  
Some participants 
recruited via 
advertising which could 
lead to response bias. 
Very small sample of 
suicide-bereaved which 






United States Cross-sectional 
study 





N = 96 accident-
bereaved relatives 
and spouses  
Measure for somatic 
complaints with a 6-
items 
No significant differences 
in somatic complaints 
between the two groups 
Use of unvalidated 
measures throughout 
the study 























(SCL-90-R) has nine 
subscales, including 
somatisation 
No significant differences 
were found on the score 
of somatisation between 
the suicide-bereaved 
group and the accidental 
death group  
May not be 
generalisable to wider 
bereaved group as 
findings may be 
culturally specific 















N = 1132 parents 
of children who 
died in an motor 
vehicle crash 
 
N = 1415 non-
bereaved parents 
Physical health 
disorders based on 
ICD 9 and 10 codes 
 
Outpatient 
physician visits for 
physical health and 
hospitalisation for 
physical illnesses 
Two years pre and post-
death, suicide-bereaved 
parents had significantly 
higher rates of CVD 
COPD, hypertension, 
diabetes, and outpatient 
physician visits for 
physical illnesses 
compared to motor-
vehicle bereaved parents 
Prevalence of physical 
disorders were 
examined two years 
pre-death and two 
years post-death. This 
time may not be 
sufficient for the 










N = 46 adults 
bereaved by 
the suicide of 
an older adult  
N = 46 adults 
bereaved by the 
natural  death of 





No significant difference 
on somatic reactions for 
suicide-bereaved and 
naturally-bereaved 
Small sample size may 
have increased the risk 
of type II error 





N = 792 
parents 
bereaved by 





N = 1451 bereaved 
by non-self-
inflicted death of 
child 
 
N = 1066 bereaved 
by cancer of child 
 
N = 2814 bereaved 
by non-cancer 
death of child 
Pancreatic cancer, 
identified by the 
Swedish Cancer 
Register  
It appears that suicide-
bereaved have a higher 
risk of cancer but this 







including smoking and 
BMI could not be 





3.4.3 Risk of bias assessment 
 
The modified version of the Newcastle Ottawa Scale (NOS) used has nine questions 
relating to five domains of evaluation, namely: selection of study participants 
(selection bias); controlling for confounding (performance bias); statistical methods 
(detection bias), measuring outcome variables (information bias); and subject 
follow-up (only for follow-up studies; attrition bias). Following the assessment of 
included studies using the modified version of the NOS, a number of study 
limitations emerged (Table 3). Firstly, some studies (4/24) recruited study 
participants by advertising or recruiting from self-help groups, which may have 
introduced selection bias into the studies. Nearly half (11/24) of all included studies 
had small sample sizes, with the smallest sample being 13 suicide-bereaved 
widows. This small sample size may have reduced the likelihood of being able to 
identify a statistically significant difference between the suicide-bereaved and non-
suicide bereaved groups with respect to physical and psychosomatic health. Seven 
of the studies had suicide-bereaved sample sizes of 30 participants or less. Over a 
quarter (6/24) of included studies either did not control for any confounding factors 
(4/24) or only adjusted for limited confounding factors (2/24). A small minority of 
studies (4/24) controlled for various factors including pre-bereavement functioning, 
kinship, cause of death, decedent’s gender and age and time since death. Overall, 
statistical analysis conducted across the papers was good, with the use of 
appropriate statistical methods. However, it was noted that over a quarter of 
studies (6/24) carried out multiple testing that was not accounted for, had 
inconsistent or no reporting of p-values and 95% confidence interval thresholds, 
and data was not presented for some analyses that were conducted. Half of the 
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studies (12/24) contained heterogeneous control groups, where family members 
bereaved by violent (accident, homicide) and non-violent deaths (natural 
anticipated, natural unanticipated) were analysed together. This may have 
introduced selection bias as research indicates that health consequences differ 
when the death is violent or nonviolent [65].  
A comparison of characteristics of responders and non-responders was 
present in a minority of the studies (2/24), with the majority of papers not 
presenting this information (13/24). Six studies were register-based studies and 
therefore, the issue of non-response bias is not applicable. One study did not have 
any information on non-responders beyond gender, age, mode of death and place 
of residence of deceased, due to confidentiality reasons. A further study compared 
excluded cases to included cases on a number of variables including victim’s age, 
race, sex and method of death and concluded there was no evidence of sample 
bias. Finally, one study compared bereaved offspring that remained in the study to 
those lost to follow-up. Bereaved offspring lost to follow-up were more likely than 
those who remained in the study to have a caregiver with a history of alcohol or 
substance disorder (32.1% vs. 16.7%), to have a caregiver of minority status (28.4% 
vs. 11.7%), and to have had a proband with a history of an anxiety disorder (28.3% 
vs. 16.4%). Overall, selection bias emerged as an important methodological 











3.4.4 Suicide bereavement and general health 
 
Seven studies examined general health. Two cross-sectional studies found 
significant associations between suicide bereavement and general health [74, 75]. 
The first study by De Groot and colleagues included a Dutch sample of 223 
bereaved family members. Suicide-bereaved family members scored more 
negatively than family members bereaved by natural death on a number of 
domains of the RAND scale, including pain, general health and experiencing a 
change in health following the death when compared to those bereaved by a 
natural death immediately before the death [74]. When analyses were adjusted for 
demographics, neuroticism and expectedness of death, pain was the only health-
related measure that remained significant (95% CI: -.7, -.003) [74]. Selection bias 
may be an issue in this study because just 45% of approached suicide-bereaved 
families took part in the study. The second study showed that the general health of 
those bereaved by suicide (n = 21) was significantly poorer than those bereaved by 
a long-term illness (n = 88) (p < 0.05) [75]. However, participants were recruited 
from self-help groups and seminars for the bereaved and thus represent a biased 
sample of bereaved individuals.  
Two cohort studies found statistically significant associations between 
general health and suicide bereavement [72], with one study finding an inverse 
association [243]. The first study of 60 bereaved family members found that those 
bereaved by suicide (n = 30) reported “more physical illnesses” and greater 
frequencies of appointments with healthcare professionals than those bereaved by 
accidental death (n = 30) [72]. Length of follow-up was relatively short, with the 
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first and second interview occurring a mean 5.8 (range 4-8) and 9 (range 7 -11) 
months after the death.  In addition, nearly one-third of the suicide-bereaved 
sample (30.6%) refused to take part in the follow-up interview which may have 
introduced attrition bias. The second cohort study consisted of 26 suicide-bereaved 
and 332 non-suicide bereaved children and adolescents conducted in the United 
States by Cerel and Colleagues. In contrast to Séguin’s findings, the suicide-
bereaved youth had significantly fewer visits to a doctor at 13 months (mean ± SD = 
0.7 ± 1.1 versus 2.0 ± 3.3; t = 2.71, df = 24.5, p <.05) and 25 months post-
bereavement (mean ± SD = 1.8 ± 2.7 versus 6.0 ± 8.5; t = 3.50, df = 18.4, p <.005) 
[97]. Séguin and colleagues found that suicide-bereaved parents visited health 
professionals more frequently than accident-bereaved parents [72]. The study by 
Cerel and colleagues also found that school-reported health problems did not vary 
between the suicide and non-suicide bereaved groups. In addition, non-suicide-
bereaved offspring had missed significantly more days from school than suicide-
bereaved offspring (2.8 ± 3.8 versus 0.8 ± 0.8; t = 2.78, df = 10.1, p <.05). This study 
had a very small sample of suicide bereaved (n = 26) in comparison to an over-
representation of non-suicide bereaved (n = 332) participants. A greater number of 
suicide-bereaved participants would have been preferable in order to have more 
balanced exposure groups for comparison purposes.  
Two further cohort studies conducted in Slovenia [89] and The Netherlands 
[98] failed to find any significant association between suicide bereavement and 
physical health. The first study had a small sample size of 30 suicide-bereaved, 23 
accident bereaved, and 20 spouses bereaved by a long-term illness (no p-value 
reported) [89]. The second study included a sample of 309 people bereaved by the 
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death of a first-degree relative at four and 14 months after the death, but only 
controlled for limited confounders including sex, kinship and mode of death [98]. 
Lastly, a cross-sectional study conducted in the United States by Demi and Miles  
failed to find a significant difference between 59 suicide and 61 non-suicide 
bereaved parents with regard to physical health problems [F(4, 95 = 1.52, p = .20] 
[239]. However, the suicide-bereaved sample was recruited from self-help groups 
through various means of contact, indicating that a response rate for the suicide-
bereaved group could not be reported. In addition, since only parental age was 
controlled for in the analysis, other important confounding factors were not taken 
into account.  
3.4.5 Suicide bereavement and specific physical disorders 
 
Eight studies examined specific physical disorders and suicide bereavement. Four 
cohort/register-based studies examined the possible association between various 
forms of cancer following suicide bereavement. One additional registry-based study 
examined a number of physical health conditions, including cancer, CVD, diabetes 
and suicide bereavement [238]. Two Swedish register-based studies concluded 
that, being bereaved by the suicide death of an offspring conferred a higher risk 
(RR: 1.24, 95% CI: 1.01-1.49) of infection-related cancers [240] and pancreatic 
cancer in parents [231] (OR: 1.23, 95% CI: 1.03-1.46) compared to those bereaved 
by a non-suicide death [240]. Nevertheless, these findings were not statistically 
significant when compared with non-suicide bereaved parents. Similarly, two other 
large national studies found no statistically significant association between loss of a 
parent due to suicide when compared to other unexpected causes of death with a 
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maximum of 15 years and 40 years of follow-up, respectively [235, 241]. These four 
studies successfully met most of the quality assessment criteria [231, 240, 241] with 
the exception of one paper having a relatively small number of suicide-bereaved 
participants [235].  
No significant differences were found in categories of body mass index 
(BMI) (normal, overweight, obese) by Weinberg and colleagues at the 5-year 
assessment in offspring bereaved by suicide (n = 45), accident (n = 27) or sudden 
natural death (n = 51) [242]. However, the sample size was relatively small with 
some participants being recruited via advertising. Using data provided in the paper 
by Wilcox and colleagues cohort study, additional calculations did not show any 
statistically significant differences in the risk of sickness absence due to somatic 
diagnosis between suicide-bereaved, accident-bereaved and naturally bereaved. 
[100]. This study met most of the quality assessment criteria with some minor 
limitations related to selection bias and outcome measurement.  
A Canadian case-control study conducted by Bolton and colleagues found 
that suicide-bereaved parents (n = 1,415) had a significantly increased risk of a 
number of specific physical health disorders both before and after their offspring’s 
death compared to 1,132 accident-bereaved parents [82]. These include CVD (2 
years pre-death ARR: 1.54: 1.16-2.03; 2 years post-death ARR: 1.63: 1.23-2.16), 
hypertension (ARR 1.37: 1.19-1.59; ARR 1.32: 1.15-1.52), diabetes mellitus (ARR 
1.45: 1.20-1.76; ARR 1.66: 1.37-2.00) and COPD (ARR 1.68: 1.20-2.37; ARR 2.01: 
1.40-2.90) [82]. In addition, suicide bereaved parents had an increased risk of 
visiting a physician for a physical illness (ARR 1.38: 1.15-1.65; ARR 1.39: 1.18-1.63) 
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and also being hospitalised for a physical illness (ARR 1.49: 1.01-2.20; ARR 1.52: 
1.07-2.16) [82]. This paper met most of the quality assessment criteria.  In contrast, 
a Danish register-based study found that spouses bereaved by suicide (n = 15607) 
had a lower risk of receiving a subsequent diagnosis of a number of physical health 
disorders compared to spouses bereaved by a non-suicide death (n = 788778) [238]. 
These included cancers (men: IRR, 0.8; 95% CI, 0.7-0.9; women: IRR, 0.8; 95% CI, 
0.7-0.9), diabetes (men: IRR, 0.6; 95% CI, 0.4-0.7; women: IRR, 0.6; 95% CI, 0.5-0.8), 
cardiovascular (men: IRR, 0.9; 95% CI 0.8-0.9; women: IRR, 0.9; 95% CI, 0.8-1.0), and 
chronic lower respiratory tract disorders (men: IRR, 0.8; 95% CI, 0.7-1.0; women: 
IRR, 0.7; 95% CI, 0.6-0.8). Suicide-bereaved were less likely to take sick leave (men: 
IRR, 0.8; 95% CI, 0.7-0.9; women: IRR, 0.8; 95% CI, 0.7-0.8), while men were less 
likely to visit a general practitioner (GP) than those bereaved by other causes of 
death (IRR, 0.9; 95% CI, 0.8-1.0). Also, suicide-bereaved women had lower use of 
hospitals for somatic illnesses (IRR, 0.9; 95% CI, 0.8-1.0). Similarly, this study scored 
highly across all of the assessment domains [238].  
3.4.6 Suicide bereavement and physical symptoms/somatic complaints 
 
Eight studies examined physical symptoms/somatic complaints. Three American 
cross-sectional studies found no significant difference in somatic complaints for 
suicide-bereaved and accident-bereaved widows [88] and next-of-kin [77] and 
suicide-bereaved and cancer-bereaved children [76]. Sample sizes for the suicide-
bereaved were a particular issue for two of the studies with a sample of 13 [88] and 
16 [76], respectively. A further cross-sectional study conducted in Norway found 
that parents bereaved by SIDS (Sudden Infant Death Syndrome) experienced 
117 
significantly fewer problems (p <.05) than parents bereaved by suicide and 
accidents on the General Health Questionnaire (GHQ). Therefore, those bereaved 
by suicide and accident significantly differed from the SIDS sample with respect to 
their level of complaints on the GHQ (suicide: M = 9.8, SD = 8.3; accident: M = 10.4, 
SD = 7.8; vs. SIDS: M = 5.8, SD = 7.1, F = 4.17, p <.05)[96]. Cleiren and colleagues 
also found no significant difference in somatic complaints between 91 suicide-
bereaved, 93 road traffic accident or 125 long-term-illness-bereaved first-degree 
relatives in a Dutch 10-month cohort study (data not presented in original paper) 
[98]. This study controlled for sex, kinship and mode of death only, which may have 
biased the results. Kinship, in this review refers to the type of familial relationship 
(parent-child, spousal, sibling, child-parent), including blood and non-blood 
relationships, between two people.  
An American cross-sectional [73] and an English cohort study [78] found that 
somatic reactions did not significantly differ between suicide-bereaved and non-
suicide bereaved participants. Specifically, the first study consisted of 14 suicide-
bereaved (M = 12.86, SD = 4.57, p > .05),  15 accident-bereaved (M = 12.40, SD = 
4.01, p > .05), 15 unanticipated naturally-bereaved (M = 12.67, SD = 3.27, p > .05) 
and 13 expected naturally bereaved widows/widowers (M = 11.08, SD = 3.01, p > 
.05) [73]. The second study included 20 suicide-bereaved and 18 naturally-bereaved 
children of deceased (M = 10.7 versus M = 9.9) [78]. Sample size was a significant 
limitation in both studies.  
One final cross-sectional study conducted in Japan [75] did not find any 
significant group differences in somatic symptoms and complaints when comparing 
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suicide-bereaved and non-suicide bereaved family members. The paper had hugely 
different sample sizes within the bereavement groups: suicide (n =21), accidents (n 
=23), acute illness (<1 day) (n = 9), shorter illness (<1 year) (n = 74) or longer illness 
(≥ 1 year) (n = 88) [75]. This may have had an impact on identifying potential group 
differences.  
3.4.7 Suicide bereavement and somatisation 
 
Five studies examined somatisation and suicide bereavement. Three were cross-
sectional studies, two of which were conducted in the United States [87, 239], and 
one was conducted in China [101]. The American cross-sectional study conducted 
by Demi and Miles did not find significant differences between 59 suicide-bereaved 
and 61 non-suicide bereaved parents on the scale measuring distress, which 
included a somatisation measure [F (5, 111) = .45, p = .81] [239]. Participants were 
recruited via self-help groups and only parental age was adjusted for in the analysis. 
Similarly, the second American cross-sectional study concluded that mean scores on 
somatisation did not significantly differ between 85 suicide-bereaved (M = 9.9, SD = 
9.9), 56 homicide bereaved (M = 9.7, SD = 9.6), 135 accident-bereaved (M = 10.2, 
SD = 10.1), 167 sudden natural death bereaved (M = 9.7, SD = 9.7) and 106 long-
term illness-bereaved widows (M = 10.8, SD = 10.8) [87]. The cross-sectional study 
conducted in China found no significant difference in somatisation between 92 
suicide-bereaved and 64 accident-bereaved immediate family members (p = 0.87) 
[101]. Both of these studies met most of the quality assessment criteria. Cerel and 
colleagues conducted a cohort study in the United States which found no 
differences between 26 suicide-bereaved and 322 non-suicide bereaved children 
119 
and adolescents with respect to somatisation [97]. Interviews were conducted with 
participants at 1, 6, 13 and 25 months post-parental death [97]. Sample size for the 
suicide-bereaved was a limitation in the study, together with the limitation that no 
confounding factors were adjusted for in the analysis. Similarly, the American 
cohort study conducted by Farberow and colleagues found that suicide-bereaved (n 
=108) and naturally bereaved spouses (n = 199) did not differ significantly on the 
somatisation subscale (no p-value given) [233]. This study met most of the quality 
assessment criteria. However, it appears that there was a high rate of loss to follow-
up in the study.  
3.5 Discussion 
 
The current systematic review found 24 studies that fit the inclusion criteria. Of 
these, seven studies found statistically significant associations between aspects of 
physical health and suicide bereavement. Five studies noted that people bereaved 
by suicide had an increased risk of a number of adverse physical health outcomes. 
Two further studies found an association in the opposite direction for a number of 
physical health outcomes [238] and healthcare utilisation [97] for those bereaved 
by suicide.  
This review of physical and psychosomatic health outcomes found tentative 
evidence supporting an association between bereavement by suicide and  some 
physical health outcomes, although there are inconsistencies. CVD, COPD, 
hypertension, diabetes, increased pain and poorer general health were more 
frequently reported adverse physical health outcomes among people bereaved by 
suicide [72, 74, 75, 82, 96] compared to those who experienced other types of 
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bereavement. Some studies found that suicide bereavement conferred a lower risk 
of various physical and psychosomatic health outcomes [97, 238]. However, the 
majority of studies found no significant differences in physical and psychosomatic 
health outcomes following suicide bereavement [73, 76-78, 87-89, 98, 100, 101, 
231, 233, 235, 239-242].   
The prevalence of physical health issues in those bereaved by suicide [72, 
74, 75, 82, 96] may lead to more healthcare utilisation. There are varying findings 
with respect to healthcare utilisation amongst the suicide-bereaved. Suicide-
bereaved adults were more likely to experience a health change after the death, 
have more appointments with healthcare professionals and also to be hospitalised 
more often for physical illnesses compared to non-suicide bereaved family 
members. In contrast, men bereaved by the suicide of a spouse were less likely to 
visit a GP than those bereaved by other causes of death. In addition, both men and 
women bereaved by a spouse’s suicide were less likely to take sick leave than those 
bereaved by other causes of death [238]. Not seeking medical attention for physical 
health problems may be due to being preoccupied by grief [238, 244]. This 
underlies the importance for health care practitioners to be aware of the unique 
challenges of suicide bereavement and its associated health issues in their patients. 
Similarly, children bereaved by suicide missed significantly fewer days from school 
and also had fewer visits to a doctor compared to non-suicide bereaved children 
[97]. Suicide-bereaved children may have less familial environmental stressors and 
higher levels of functioning, including grief responses which have been shown to be 
important in moderating long-term outcomes for parentally bereaved children [84, 
245]. Moreover, suicide-bereaved people experience more perceived stigma than 
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those bereaved by both sudden unnatural and sudden natural death [91]. Shame 
and stigma have been linked to a number of avoidance behaviours, including poorer 
help-seeking in the suicide-bereaved [58, 91, 109]. Where people experience high 
levels of shame and stigma, this may impact negatively on their help-seeking 
behaviour which may in turn impact negatively on health outcomes. Additionally, a 
recent systematic review highlighted that stigma experienced by people bereaved 
by suicide was strongly correlated with increased somatic reactions, including 
headaches and stomach pain [109]. Therefore, it may also be plausible that shame 
and stigma may moderate the relationship between physical and psychosomatic 
health outcomes following suicide bereavement.  
Following the synthesis of results, a number of issues associated with the 
included studies became apparent. Firstly, sample size was a significant limitation 
across a number of the studies, resulting in studies being underpowered, with some 
of the suicide-bereaved samples being as low as thirteen participants [88]. Some of 
the studies recruited participants from advertising, self-help and bereavement 
support groups, which biases the sample recruited as this group may be 
significantly different to those who do not attend support groups in terms of their 
own characteristics and grief responses [75, 76, 239, 242]. A number of studies did 
not adjust for any confounding factors [73, 88, 89, 97], and some adjusted only for a 
limited number of confounders including basic demographics of the deceased 
and/or surviving relative [75, 98, 239]. Only two of the included studies examined 
pre-bereavement physical health, which examined outcomes both before and after 
offspring death [82, 100]. Therefore, the majority of the studies included in this 
review only focus on changes to physical health after bereavement, and 
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consequently, are subject to recall bias. Length of follow-up for the cohort/registry-
based studies was generally considerable, with the shortest follow-up being nine 
months after the death. However, two of the studies conducted interviews with 
bereaved participants two and three months post-death. This short time span may 
bias results as acute grief reactions may still be present. Half of included studies 
had heterogeneous control groups, where both violent and nonviolent 
bereavements were included [73, 75, 87, 89, 96, 98, 100, 231, 235, 240, 242]. 
Research indicates that sense-making is significantly more challenging for people 
bereaved by violent deaths versus non-violent deaths [246]. In addition, those 
bereaved by suicide and drug-related death appear to be more affected by grief 
and mental health problems compared to those bereaved by accidental and natural 
deaths [247]. Therefore, the presence of heterogeneous control groups in these 
studies may underestimate the true impact of suicide bereavement on physical and 
psychosomatic outcomes. 
Overall, the evidence to support an increased risk of adverse physical health 
outcomes following suicide bereavement is growing but further longitudinal 
controlled studies are needed. No study examining psychosomatic outcomes and 
suicide bereavement found a positive association. The use of objective measures of 
physical health is warranted in future studies, as much of the research conducted in 
this area have used self-reported measures of health which are subject to recall 
bias. Furthermore, more studies need to examine pre-bereavement physical health, 
which examines outcomes both before and after the death. Therefore, the majority 
of the studies included in this review only focus on changes to physical health after 
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bereavement, and consequently, are subject to recall bias. Following on from this, 
uncertainty remains regarding psychosomatic health and suicide bereavement.  
3.5.1 Strengths and limitations  
 
This is the first review to synthesise all relevant papers related to suicide 
bereavement and physical and psychosomatic health outcomes, using a rigorous, 
exhaustive and comprehensive search strategy. The PRISMA checklist guided the 
reporting of this review. This review also has some limitations. Firstly, only English-
language studies published from 1985 to March 2017 were included. Only 
quantitative papers were included; differing results and conclusions may have been 
found with the additional inclusion of qualitative studies. It is possible that some 
differences in suicide bereavement may only be revealed through in-depth 
qualitative interviews as opposed to quantitative methods. The evidence indicates 
that suicide bereavement is associated with some adverse physical health 
outcomes, but there inconsistencies across the studies. In addition, studies relating 
to psychosomatic health outcomes did not show an association with suicide 
bereavement. There was also an imbalance of studies reporting on physical health 
outcomes, with a small minority of papers solely focussing on psychosomatic health 
outcomes. This needs to be addressed in future research. Some of the papers 
investigating psychosomatic health outcomes had small sample sizes, selection bias 
and did not control for confounding factors. We need further research addressing 
the uncertainty regarding the association between physical and psychosomatic 
health outcomes and suicide bereavement as well as the specificity of these 
outcomes. Register-based and cohort studies are the most appropriate means of 
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examining this research question; selecting an appropriate control group, people 
bereaved by sudden and violent deaths, is essential. Future studies also need to 
allow for sufficient time to follow-up as some of the outcomes may not be present 
shortly after bereavement.  
3.6 Conclusions 
 
This systematic review found that a small number of studies demonstrated 
associations between suicide bereavement and adverse physical health outcomes, 
including CVD, diabetes, COPD, hypertension and poorer general health. However, 
most studies failed to conclude that people bereaved by suicide were at higher risk 
for a number of physical health conditions compared to non-suicide bereaved 
individuals. No studies found a significant association between suicide bereavement 
and psychosomatic health outcomes. Thus, the findings of this review indicate that, 
in terms of psychosomatic health issues at least, those bereaved by suicide may 
closely resemble people bereaved by other causes of death. Inconsistencies in 
results may be due to methodological shortcomings in the available studies, 
including inappropriate selection of control groups, small sample size and failure to 
control for confounding factors. Further longitudinal controlled studies need to be 
conducted in order to better understand the health implications of suicide 
bereavement, specifically compared to bereavement after sudden and violent 
deaths, including accident and homicide deaths.    
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Chapter 4. What are the physical and psychological health 
effects of suicide bereavement on family members?  Protocol 
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Introduction: Research indicates that experiencing the suicide of a relative can have 
a significant impact on family members’ emotional health. However, research 
incorporating the impact of suicide bereavement on family members’ physical 
health is sparse. This paper details the protocol for a mixed-methods study of 
suicide bereaved family members. The study will primarily examine the physical and 
mental health needs of those bereaved by suicide. A secondary objective of the 
study is to describe the support service needs of family members bereaved by 
suicide.  
Methods and analysis: A mixed-methods approach, using semi-structured 
interviews and self-report questionnaires will be utilised. Interviews will be 
conducted with a group of 15-20 relatives who experienced suicide bereavement. 
This protocol will follow the COREQ checklist criteria for the reporting of qualitative 
research interviews. Thematic analysis will be used to examine experiences and 
impact of bereavement on psychological and physical health. Self-report 
quantitative data on wellbeing will be analysed using descriptive statistics. 
Ethics and dissemination: Ethical approval to conduct this study has been granted 
from the Clinical Research Ethics Committee of the Cork Teaching Hospitals. 
Pseudonyms will be given to participants to protect anonymity. It will be explained 
to participants that participation in the study is voluntary and they have to right to 
withdraw at any time. The findings of this research will be disseminated to regional, 
national and international audiences through publication in peer-reviewed 
international journals and presentations at scientific conferences. This research also 









Strengths and limitations of the study 
 This study addresses a specific gap in the literature by exploring and 
examining the physical and psychological health effects of suicide 
bereavement on family members in Ireland.  
 The backgrounds and characteristics of family members included in the 
qualitative component of the study are diverse, thereby allowing for a range 
of experiences and rich data.  
 The inclusion of probable cases of suicide will help to identify ‘hidden’ 
suicide cases, which would otherwise not have been included. 
 Participants are drawn from a small geographic area and the findings of this 
study may not be generalizable to other settings. However, the main aim of 
qualitative research is to be credible and transferrable.   
4.2 Introduction 
 
Approximately 800,000 people die by suicide annually, resulting in an estimated 48 
to 500 million people experiencing suicide bereavement every year worldwide [9, 
80]. Suicide and self-harm can have a significant impact on family members’ 
emotional and social functioning [28, 82, 122, 123]. Suicide bereavement is 
associated with a number of adverse mental health outcomes, including 
depression, psychiatric admission and self-harm [28, 80, 82, 231]. However, 
research examining the physical health effects of suicide bereavement is sparse.  
It is increasingly recognised that negative psychological factors, including 
depression, are implicated in the development and advancement of cardiovascular 
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disease (CVD) [248, 249]. Stressful life events also impact physical health [250], and 
the experience of bereavement in particular is associated with negative health 
outcomes [251]. Bereavement is not only associated with an excess risk of mortality 
but also physical ill-health and negative psychological reactions and symptoms, 
including mental disorders or complications related to the grieving process [251]. 
There is also emerging evidence of the effect of suicide bereavement on physical 
health: for example one recent case-control study found that suicide bereaved 
parents have a higher risk of CVD, hypertension, diabetes and chronic obstructive 
pulmonary disease [82]. Given the increased risk of poor health among those 
experiencing bereavement and mental health problems, more research is required 
into the physical health sequelae of suicide bereavement. The majority of extant 
studies on this topic are quantitative in nature [74, 82, 101, 242, 252]. Therefore, 
qualitative research is required to fully understand and effectively respond to the 
needs experienced by people affected by the suicide of their family member [51].  
4.2.1 The impact of suicide on the individual, family and social life 
 
People bereaved by suicide are at increased risk of negative physical outcomes, 
including CVD, chronic obstructive pulmonary disease (COPD), hypertension, 
diabetes and pancreatic cancer [82, 231]. Nevertheless, these findings are only 
evident from a small number of empirical studies, with much of the research 
focusing on mental health outcomes following suicide bereavement [28, 80]. 
People bereaved by suicide are also at increased risk of suicide, depression and 
psychiatric admission as has been demonstrated by the findings of population-
based registers/registry studies [80, 82, 84]. In terms of findings related to 
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substance use, two systematic reviews did not find an excess risk of substance 
misuse among people bereaved by suicide [80, 114] while a further case-control 
study did not find any differences in substance misuse between suicide and 
accident bereaved parents [82]. Even though one study found an increased risk in 
offspring bereaved by suicide, this analysis was not adjusted for pre-loss substance 
misuse [84]. Recent systematic reviews found that studies comparing stigma scores 
were methodologically problematic due to unadjusted analyses and that when 
research was specifically comparing suicide bereavement and other violent causes 
of death, the only differences noted were on rejection and shame [80, 109]. 
Notably, a large cross-sectional study in the United Kingdom found significantly 
higher levels of stigma, shame, guilt and responsibility in people bereaved by 
suicide compared to those bereaved by other sudden deaths in adjusted analyses 
[91].  
4.2.2 Existing qualitative studies 
 
Although there are a number of qualitative studies examining various aspects of 
suicide bereavement, including experiences [94], stigma [61] and sense/meaning-
making [253], so far no study has examined both the physical and psychological 
experiences and support needs of people bereaved by suicide.  
Subsequent to suicide bereavement, parents hiding their grief and emotions 
is a common theme throughout the literature [105, 254]. Fear of judgement and 
stigmatisation, was the most common reason cited for not seeking professional 
support following a suicide bereavement [104]. Similarly, parents describe 
struggling to speak about their child in public, as they felt it is frowned upon and is 
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too morbid [105]. This avoidance of grief-related emotions may prevent relatives 
from engaging in meaning-making, whereby they assimilate the death of their loved 
one into their new reality [255]. A lack of engagement in meaning-making may 
increase the risk of developing complicated grief [65, 105, 256]. While bereavement 
due to suicide and sudden death can be devastating for families, adjustment to the 
death is still possible. Talking about the deceased is thought to be an important part 
of the grief process and some parents have found it valuable to recall the deceased 
as he/she had been [68]. An interpretative phenomenological study identified that 
adults bereaved by suicide can undergo posttraumatic growth (PTG) [257]. PTG can 
be defined as heightened levels of personal development reached in the aftermath 
of trauma [258] and is associated with better mental health outcomes in people 
bereaved by suicide [259]. People bereaved by suicide undergoing this process 
report developing greater awareness of their existence in the world and 
understanding what mortality means to them, facilitating a desire to make the most 
out of life [257]. PTG should be normalised so that the suicide-bereaved can explore 
how they have altered and changed without feeling further stigmatised or judged 
[257]. Sometimes, bereaved people may experience relief [54] following a family 
member’s suicide if there was ongoing mental health and/or physical health 
problems over many years. It is therefore essential to understand the complex and 
sometimes contradictory experiences of suicide bereavement and grief in order to 




4.2.3 Current study 
 
It is clear that suicide bereavement has an impact on health and mortality, with 
those affected at increased risk of suicide and psychiatric admission [80, 82], yet 
most of this research is quantitative in nature. A more nuanced understanding of 
why these help problems arise is necessary. Qualitative research would best help in 
providing a more nuanced understanding of the pathways leading to poor health 
outcomes. In addition, qualitative methodologies will help develop a better 
understanding of the perspectives of the individual family members [51]. The 
current mixed-methods study, which is a follow-up to the Suicide Support and 
Information System - A Case-Control Study (SSIS-ACE), will address this gap in the 
literature. The aim of the SSIS-ACE study is to improve knowledge surrounding the 
specific psychosocial, psychiatric and work-related risk factors associated with 
suicide in Ireland. The SSIS-ACE study incorporates two interlinked case-control 
studies: one study comparing suicide cases with general practice patient controls, 
and one study comparing cases of high-risk suicidal behaviour with general practice 
patient controls. The SSIS-ACE study included suicide decedents as cases and 
relatives as informants to better understand the decedents risk and protective 
factors through a psychological autopsy interview approach. The current study 
includes relatives as cases to understand how being bereaved by suicide or an open 
verdict death has impacted them physical and emotionally. Therefore, the focus of 
the SSIS-ACE study was on the deceased, whereas the focus of the present study is 
on the family member and how they have been affected by the death. The primary 
aim of the current study is to follow-up relatives bereaved by suicide who had been 
recruited for the SSIS-ACE study, to examine how family members have been 
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physically and psychologically affected by a relative’s suicide. A secondary objective 
of the study is to describe the support needs required by family members bereaved 
by suicide. Specific objectives for this study are as follows: 
1. To understand the pathways by which physical and mental health problems 
might arise in family members bereaved by suicide. 
2. To examine the broader familial and social impact of suicide bereavement 
for family members. 
3. To examine participants’ experiences of health and support services and to 
understand what service provisions they consider important for the needs 
of family members after a suicide bereavement.  
4. To assess emotional wellbeing among family members following suicide 
bereavement. 
4.3 Methods and Analysis 
 
4.3.1 Theoretical approach 
 
Pragmatism was chosen as the most appropriate philosophical underpinning for 
this study. Pragmatism aids in understanding how quantitative and qualitative 
methods can be combined successfully to best answer particular research questions 
[260]. Pragmatism was chosen as an approach for the current study, as it was 
anticipated that multiple methods would be required in order to fully address the 
research objectives. A social constructionist perspective was adopted as the 
theoretical perspective for analysis in the current study. This theory posits that 
social processes underlie or are the building blocks for how one understands and 
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interprets the world. It is further acknowledged that this perspective sees reality as 
something that is dependent on what knowledge one is exposed to through social, 
historical or political interactions [187]. One must begin a process of meaning-
making and a reconstruction of a new reality following a loss [261]. This process can 
be especially difficult for family members bereaved by suicide due to unique factors 
associated with suicide bereavement. In summary, therefore it is critical to 
acknowledge and understand participants’ social reality and how they have come to 
understand this reality as this can have a significant bearing on how adaptive or 
maladaptive their grief reactions become, thereby affecting both psychological and 
physical health outcomes.  
4.3.2 Study design and setting 
 
This exploratory mixed-methods study is a follow-up to a larger case-control study, 
which is examining the psychological, psychiatric and work-related factors 
associated with suicide in Ireland (SSIS-ACE, 2014-2017). The SSIS-ACE study began 
in January 2014 and will be complete by March 2017. The current study began in 
April 2016 and is envisaged to be completed by April 2017. Participants for the 
qualitative aspect of this study are drawn from the larger SSIS-ACE study. Interviews 
are conducted either at the offices of the National Suicide Research Foundation in 
Cork, in the participant’s home or in a neutral location. Only the researcher and the 
participant are present during the interviews. The location of the interview is 





All participants who completed the SSIS-ACE interview and who consented to 
further follow-up are invited to take part in the follow-up study. There was no 
relationship established prior to the study commencement. Participants were 
originally approached to participate in the SSIS-ACE study on the basis of being 
next-of-kin of persons who died by suicide or probable suicide. It is not unusual in 
suicide research to consider open verdict deaths, as research suggests a substantial 
number of these are thought to be suicides [262-264]. Open (undetermined deaths) 
and narrative verdicts that met the Rosenberg criteria [265] for a probable suicide 
are eligible for inclusion in the current study. The Rosenberg criteria for the 
determination of suicide states that a death must have been self-inflicted, which 
may be determined by a number of means including autopsy, toxicology, 
psychological evidence and decedent and witness testimony. Secondly, there must 
be evidence that the person intended to kill him/herself and understood the 
outcome of their actions. Evidence of intent can include explicit verbal or nonverbal 
expressions of intent to take one’s life but can also include implicit or indirect 
expressions of intent to kill oneself, including [265]: 
 Inappropriate or unexpected preparations for death by the deceased, 
 Expressing farewell or a desire to die or acknowledging impending death, 
 Expression of hopelessness, 
 Expression of significant emotional or physical pain or distress, 
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 Efforts to learn about or procure means of death or to rehearse fatal 
behaviour, 
 Precautions to avoid rescue, 
 Evidence that decedent recognised high potential lethality of means of 
death, 
 Previous self-harm, 
 Previous threat of suicide, 
 Stressful events or significant losses (actual or threatened), or 
 Serious depression or mental disorder 
A potential participant is excluded if they are aged younger than 18 years, if contact 
is deemed to pose a risk to the safety of the researcher (likely intoxication; history 
of or potential for violence) or the informant, or where capacity to consent may be 
limited due to cognitive dysfunction or severe mental illness. Recruitment will 
proceed to the point of data saturation, which is envisaged to involve interviewing 
and analysing transcripts from 15-20 participants. The use of eligibility criteria 
(Table 4) together with the inclusion of consecutive cases of suicide and probable 





Table 4: Eligibility criteria for the selection of family members bereaved by 
suicide/open verdict 
Inclusion criteria 
1. Must be aged 18 years or older 
2. Must have consented for future contact from research team during the 
larger case-control study 
3. Must have experienced the suicide/undetermined death of a relative  
Exclusion criteria 
1. If contact is deemed to pose a risk to the safety of the researcher (likely 
intoxication; history of or potential for violence) or the informant 
2. If capacity to consent is limited due to cognitive dysfunction or severe 
mental illness, identified via collaborating with coroners and members of 




As of April 2016, participants bereaved by suicide, who previously took part in the 
SSIS-ACE study, are invited by letter to participate. The letter explains that the 
researcher will contact the family member again 10 days after receipt of the letter 
to verify if there is a need for support and to provide further details about the 
study. It is clearly stated that the family member can inform the researcher (in 
writing or by telephone) if they do not wish to receive any further contact. The 
focus of the first telephone contact is to verify again if the family members would 
like to receive support. AS facilitates access to support for participants based on 
their specific needs. This is done in consultation with a trained psychotherapist (PI, 
Prof Arensman). The researcher also verifies if currently there are members of the 
family who are in need of support that has not yet been arranged. AS contacts each 
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participant by phone 2-3 weeks after the conclusion of the interview to discuss any 
reflections or needs for support they may have following the interview. 
4.3.5 Wellbeing (DASS) Scale  
 
To assess family member’s affective state, their wellbeing  has been assessed using 
the 21-item version of the Depression Anxiety and Stress Scale (DASS - 21) [266]. 
This data was collected as part of the SSIS-ACE study, where data collection 
occurred between June 2014 and September 2016. This data will be presented 
together with the qualitative interview data in the full publication in order to 
provide mental health, physical health and wellbeing outcomes for family members 
bereaved by suicide. The depression subscale covers dysphoria, hopelessness, 
devaluation of life, self-deprecation, lack of interest/involvement, anhedonia and 
inertia. Items related to anxiety are autonomic arousal, skeletal musculature 
effects, situational anxiety and subjective experience of anxious effect. Finally, 
items related to stress are difficulty relaxing, nervous arousal, being easily upset, 
irritability and impatience [266]. This scale was completed at the end of the 
interview with the SSIS-ACE study. The DASS scale has been shown to successfully 
differentiate between the three negative affective states [266]. In addition, this 
scale is consistent in both clinical (those presenting themselves to anxiety and 
stress clinics for assessment and treatment) and non-clinical (community 
volunteers) samples [266]. The scale has also been demonstrated to have excellent 
internal consistency in a large clinical sample, with the following Cronbach’s alpha 
value of 0.96, 0.89 and 0.93 for Depression, Anxiety and Stress, respectively [267]. A 
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further study of a clinical sample found similar Cronbach’s alpha values of 0.97, 0.92 
and 0.95 for Depression, Anxiety and Stress, respectively [268].  
4.3.6 Interviews 
 
Interviews commenced in April 2016. Semi-structured interviews, with the use of a 
topic guide (Table 5), are being conducted. Interviews take place in one sitting. This 
data will help to provide a comprehensive description of the sample in the full 
publication. Demographic data collected during the interview includes gender, age, 
relationship to the deceased, ethnic origin, religion, marital status, employment 
status, education level and profession. Before the commencement of each 
interview, AS explains that the current research is essential due to the limited 
research conducted into  the physical and psychological health effects of suicide 
and sudden death bereavement on family members in Ireland. The duration of each 
interview is approximately 1.5-2 hours. The aim of the interviews is to gain an in-
depth understanding of the personal, familial and social impact of suicide 
bereavement on family members. The topic guide serves to guide the interviews, 
while not being prescriptive in nature. This allows scope to iteratively develop the 
topic guide in order to deal with issues that are most relevant to participants.  
Participants are contacted 24 hours prior to the interview to ascertain if it is 
still convenient to meet with AS. Interviews are audio-recorded with permission of 
the participant. Field notes and memos are taken in order to provide context or to 
document initial thoughts or emerging themes identified by the interviewer. 
Characteristics and reasons of those who decline to participate are noted and will 
be reported in the full publication.  
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4.3.7 Data management (memos, field notes, verbatim transcription etc.) 
 
Interviews are transcribed verbatim by AS and other internal research staff. All 
participants are informed that an additional researcher may listen to the recording 
but are not provided with any additional information or have subsequent 
involvement in the study. The names of participants are replaced with pseudonyms 
when each interview is transcribed. Field notes are taken after interviews, which 
will facilitate the analysis process. A reflective journal is used to convey the main 
issues raised in the interviews, and will serve as preliminary analysis of the data.  
4.3.8 Data analysis 
 
Quantitative analysis 
Participant demographic information and descriptive statistics, including mean 
scores, will be calculated for the wellbeing data and will be presented in the full 
publication.  
Qualitative analysis 
Data will be analysed using thematic analysis. Thematic analysis was chosen as it 
allows for a theoretically flexible approach, while also being a flexible tool to 
analyse data in a rich and detailed way [201]. Thematic analysis will be carried out 
in six phases: familiarising oneself with the data, generating initial codes, searching 
for themes, reviewing themes, defining and naming themes and finally, compiling a 
report of the analysis [201]. Themes will be derived from the data. Data saturation 
is a complex element of qualitative research and one that has been the focus of 
much debate and discussion [269-271]. While it is somewhat difficult to determine 
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sample size for qualitative research a priori, it is nonetheless an increasingly 
important element of quality control. The initial analysis sample will total twelve 
interviews. This number was deemed adequate from previous research into the 
most likely point at which data saturation is reached, given a relatively homogenous 
sample [271]. The stopping criterion will be set at a further three interviews, in 
order to ensure data saturation has been reached [269]. Analyses will be facilitated 
by the use of NVIVO 11 to organise the data. AS will primarily code the interview 
transcripts to generate overarching themes to analyse and interpret the data. A 
second researcher will crosscheck codes generated by AS for a number of 
interviews in order to ensure credibility and consistency. A description of the coding 
tree will be provided for transparency. Quotations will be presented, together with 
the corresponding participant pseudonym to illustrate how each theme was derived 
from the data. Major themes and their related subordinate themes will also be 
illustrated. Due to the lack of standardised guidelines to report mixed-methods 
protocols, the Consolidated Criteria for Reporting Qualitative Research (COREQ) 
checklist [272] will be utilised. This checklist was chosen as the qualitative 
component is the primary focus of this research [272]. It was not deemed 
appropriate to return transcripts to participants for comments or corrections due to 
the highly sensitive nature of the research topic.  
4.3.9 Validity and reflexivity 
 
Discordant findings or those that run contrary to generated themes will also be 
presented [273]. The first author of this protocol (AS) will conduct all of the 
interviews for this study. She is a PhD student, with a Masters in Public Health and 
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is experienced in the area of mental health research. AS has received specialised in-
house training from the National Suicide Research Foundation (NSRF) in 
preparation for conducting these interviews. This training has included how to 
communicate with people at risk, understanding the risk and protective factors 
associated with suicide and identifying and effectively dealing with someone at risk 
of suicide. The researcher receives weekly supervision from the PI, Professor 
Arensman. Prof Arensman is a trained psychotherapist who is specialised in 
suicidology and can assess individual cases if necessary. Prof Arensman will 
undertake any clinical needs assessment with participants, if necessary, in 
consultation with AS. The use of member checking or respondent validation was 











Table 5: Topic guide for family members bereaved by suicide/undetermined 
deaths 
Introduction Prompts 
 Family member’s relationship with deceased How did you spend time together? 
What was that like for you? 
Impact of bereavement on family member 
 How they felt physically in the immediate 
aftermath of relative’s death 
Were there any physical symptoms? 
How did this affect you physically? 
 How their physical health was before and 
since their relative’s death 
Presence of or new diagnosis of 
health condition 
Worsening of existing health 
condition 
Changes in diet, exercise, smoking, 
sleeping patterns and substance use 
 How has their mental health was before and 
since their relatives death 
Feelings of stress or worry 
New diagnosis of health condition 
Worsening of existing health 
condition 
 How has their sense of wellbeing been since 
their relative’s death 
Experiencing positive thoughts 
Experiencing negative thoughts 
Optimism regarding the future  
 Had deceased ever harm themselves before? 
 How did that make them feel? 
Were there any physical symptoms? 
How did this affect you physically? 
Familial and social impact of bereavement 
 How the death has affected their life Social life/work life 
Outlook on life 
 How the death has affected the family Changes in familial relationships 
 How  possible physical illnesses experienced 
by the family member interviewed after the 
death has affected their social/work life 
 
Postvention 
 What supports they received from additional 
family and friends after the death of the 
family member 
 Any support services  they encountered, 
whether they  found it helpful/unhelpful and 
why 
 Any particular service they would like to see 
in immediate aftermath of relative’s death 
 Any particular service they would like to see 
in medium to long-term following relative’s 
death 
 Do they have a message for: 
- Healthcare professionals? 
- Mental health services or counsellors? 
- Others who have been bereaved? 
- People contemplating suicide? 
 
Anything to add before conclusion of interview? 
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4.4 Ethics and dissemination 
 
This research has been granted ethical approval from the Clinical Research Ethics 
Committee of the Cork Teaching Hospitals. Full consideration has been given to the 
ethical issues which are outlined herein. 
4.4.1 Respect for autonomy 
 
Participants have given their written permission as part of the previous SSIS-ACE 
study to be re-approached in the future by a member of the research team. Prior to 
the commencement of the interview, it is explained that this study is a follow-up to 
the SSIS-ACE study that they previously took part in. The reasons for carrying out 
this research is explained to participants. It is explained to participants that 
confidentiality will be maintained within the research team, but will be broken in 
certain circumstances, including disclosure of child sexual abuse or threats to harm 
oneself or someone else. Before initiation of any interview, the participant is asked 
to carefully read through a detailed participant information sheet. They are if they 
understand the detailed information sheet and any questions they have are 
answered by the researcher. They are then be asked to complete a consent form 
and given a copy of this to keep. The minimum age for a participant is 18 years of 
age.   
While those who are approached to participate in this study have given 
consent to future contact, it is clearly explained to them that there is no obligation 
to participate. In addition, it is highlighted that they are free to withdraw from the 
study at any time. Each person in the study will be offered facilitation of support by 
AS in consultation with the PI.  
144 
4.4.2 Beneficence and non-maleficence  
 
Due to family history of suicidal behaviour, participants are at increased risk of 
suicidal behaviour themselves [34]. AS has undertaken specialised in-house training 
from the National Suicide Research Foundation based in Cork, in relation to 
responding to distress and risk in the context of telephone and face-to-face contact 
with participants and in identifying the indicators of acute suicidality. If necessary, 
AS can facilitate assessment by a psychotherapist (PI; Prof Ella Arensman).  
For family informants bereaved by suicide, being approached to take part in 
a research study may be perceived as positive [68, 274, 275]. Benefits include 
facilitation of additional support when required, and the opportunity to discuss 
their relative with a trained interviewer in a supportive atmosphere. The family 
informants may also derive satisfaction from contributing to the evidence 
surrounding the experiences and support needs of people bereaved by suicide. A 
recent study of interviews with vulnerable populations explored experiences of 
participating in suicide and self-harm research. They found that participants were 
far more likely to derive benefit from participation than to experience negative 
effects [276]. A recent systematic review sought to investigate the commonly held 
perception that asking about suicidality in either a research or clinical setting can 
increase suicidal tendencies. The review concluded, that acknowledging and talking 
about suicide can actually reduce, rather than increase suicidal ideation. Moreover, 
talking about suicide and suicidal ideation may lead to an improvement in mental 





The findings of this research will be disseminated to regional, national and 
international audiences through publication in peer-reviewed international journals 
and presentations at scientific conferences. The authors will produce one main 
mixed-methods outcome paper from this study on the analysis proposed, with the 
possibly of a further paper exploring the impact of the inquest process on family 




The main aim of this research is to examine how family members have been 
physically and psychologically affected by a relative’s suicide, while also providing 
an in-depth description of the impact of the death on their personal, professional, 
familial, and social lives. In addition, a description of the support service needs 
required by family members bereaved by suicide serves as a secondary objective of 







Chapter 5. What are the physical and psychological health 
effects of suicide bereavement on family members? An 
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Objectives: Research focussing on the impact of suicide bereavement on family 
members’ physical and psychological health is scarce. The aim of this study was to 
examine how family members have been physically and psychologically affected 
following suicide bereavement. A secondary objective of the study was to describe 
the needs of family members bereaved by suicide.  
Design: A mixed-methods study was conducted, using qualitative semi-structured 
interviews and additional quantitative self-report measures of depression, anxiety 
and stress (DASS-21).  
Setting: Consecutive suicide cases and next-of-kin were identified by examining 
coroner’s records in Cork City and County, Ireland from October 2014 to May 2016.  
Participants: Eighteen family members bereaved by suicide took part in a 
qualitative interview. They were recruited from the Suicide Support and 
Information System: A Case-Control Study (SSIS-ACE) where family members 
bereaved by suicide (n = 33) completed structured measures of their wellbeing.  
Results: Qualitative findings indicated three superordinate themes in relation to 
experiences following suicide bereavement: (1) Co-occurrence of grief and health 
reactions; (2) disparity in supports after suicide; and (3) reconstructing life after 
deceased’s suicide. Initial feelings of guilt, blame, shame and anger often 
manifested in enduring physical, psychological and psychosomatic difficulties. 
Support needs were diverse and were often related to the availability or absence of 
informal support by family or friends. Quantitative results indicated that the 
proportion of respondents above the DASS-21 cut-offs respectively were 24% for 
depression, 18% for anxiety and 27% for stress.  
Conclusions: Healthcare professionals’ awareness of the adverse physical and 
psychosomatic health difficulties experienced by family members bereaved by 
suicide is essential. Pro-actively facilitating support for this group could help to 
reduce the negative health sequelae. The effects of suicide bereavement are wide-






Strengths and limitations of the study 
 This study addressed a specific knowledge gap by examining the physical 
and psychological health effects of suicide bereavement on family members 
in Ireland  
 The study covered consecutive cases of suicide, which increases the external 
validity of the outcomes 
 This study screened open verdict deaths with validated screening criteria to 
identify probable suicides. Therefore, this study benefits from the inclusion 
of probable suicide cases that would otherwise have not been included in 
the study  
 Physical health issues were self-reported and were not objectively measured 
5.2 Introduction  
 
Suicide is a significant global concern, with approximately 800,000 people taking 
their own lives every year [9]. For every death by suicide, an estimated 60 people 
are directly and intimately affected [277]. Recent research also indicates that 1 in 
20 people have been exposed to suicide in the past year, and 1 in 5 people have 
been exposed to suicide during their lifetime [11]. Suicide bereavement is 
associated with a host of adverse mental health outcomes, including heightened 
risk of suicide [28, 31, 80], attempted suicide [28, 29, 174, 278], depression [82, 84], 
psychiatric morbidity [278] and psychiatric admission [82]. There is also emerging 
evidence from quantitative studies that family members bereaved by suicide may 
experience more physical health issues than those bereaved by other means [279].  
149 
Individuals bereaved by suicide had poorer general health [74, 75], reported 
more pain [74], reported more physical illnesses [72] and disorders including CVD, 
COPD, hypertension and diabetes [82]. In addition, suicide-bereaved family 
members visited a GP more often [72] and had significantly higher rates of 
outpatient physician visits for physical illnesses [82] than non-suicide bereaved 
individuals. Negative health outcomes provide an impetus for timely access to 
effective health services and psychosocial supports for those bereaved by suicide, 
many of whom may carry existing health adversities prior to the death [82]. 
 Previous research has underlined the broader importance of access to 
support for those bereaved by suicide [112, 280]. In the aftermath of suicide, 
feelings of depression, anxiety, guilt, extreme sadness, anger and nightmares are 
often present and are associated with help-seeking in people bereaved by suicide 
[56, 163]. These acute effects can be long-lasting: the time point rated as the worst 
stage after a death is the first week for about one-quarter of suicide-bereaved 
individuals but many family members struggle with the loss for the first year and, in 
one-fifth of cases, up to and beyond three years [112]. Both formal professional 
support and informal support from friends, families and others are important 
during this time, and address different needs [116, 161, 281], and may be especially 
important for first-degree relatives [282]. Despite their acute needs, those 
bereaved by suicide are less likely than other bereaved individuals to receive 
informal support and immediate support following the death, and are more likely to 
experience a delay in receiving support [112]. 
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Although a significant number of quantitative studies have examined the 
associations among suicide bereavement, physical health outcomes and access to 
support, these areas have rarely been examined from an experiential perspective 
using qualitative research in a general sample [59, 94]. Researchers are beginning to 
identify the need for further qualitative research on suicide bereavement [51], to 
take into account the inherent complexity of grieving and social processes [92]. 
Qualitative research can help to elucidate the lived experience of suicide 
bereavement, highlighting such areas as feelings experienced by those bereaved by 
suicide, the meaning-making process following bereavement, and the social context 
[58].  
The primary aim of this research is to examine how people have been 
physically and psychologically affected by a family member’s suicide. A secondary 
objective of the study is to describe the support needs required by family members 
bereaved by suicide. The current mixed-methods approach benefits from leveraging 
the advantages of both quantitative and qualitative methodological approaches 
[283], while being able to provide a more comprehensive and in-depth 
consideration of the research problem under investigation [284]. 
5.3 Methods 
 
5.3.1 Study design and setting 
  
This study applied a mixed-methods approach. The qualitative study was linked to a 
larger case-control study, the Suicide Support and Information System: A Case-
Control Study (SSIS-ACE, January 2014-March 2017). Qualitative interviews were 
supplemented with quantitative data of suicide-bereaved family members’ 
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wellbeing, which was collected as part of the larger case-control study. Further 
information on the study design has been reported elsewhere [285] and is available 
in Chapter 4.  
5.3.2 Sample and recruitment 
 
Qualitative study 
A subset of the 33 participants over the age of eighteen who took part in the SSIS-
ACE study and who consented for further follow-up were approached to take part 
in the qualitative study. At the time of the qualitative study recruitment, there were 
29 participants in the larger study to sample from. Three of these did not provide 
written consent for further follow-up and one only wanted to be contacted again by 
the researcher that conducted the initial psychological autopsy interview. 
Therefore, 25 individuals were initially contacted via a letter. Nineteen participants 
agreed to the interview but one participant did not consent for the interview to be 
audio-recorded and was therefore excluded from the qualitative analysis. 
Therefore, eighteen interviews were conducted (female = 11; male = 7), which 
yielded a response rate of 75%. In one instance, two family members were 
interviewed together at their request. No repeat interviews were conducted. 
Interviewees were a spouse (n = 7), a parent (n = 5), a sibling (n = 2) and a child (n = 
4). Full details of the recruitment process are illustrated in Figure 8. Mean time 
since bereavement during the qualitative interviews was 27.6 months (range: 15- 
38 months).  Half of all family members interviewed (n = 9) found the deceased’s 
body, while the other half (n = 9) were informed of the death by other family 
members or a member of the police force.  
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Quantitative study 
The quantitative data outlined in this paper was collected as part of a larger case-
control study (SSIS-ACE). In SSIS-ACE, a senior researcher reviewed records of 
consecutive suicides and open verdict files from inquests held by all coroners in 
Cork, Ireland over a 19-month period. Open verdict files that met the Rosenberg 
criteria [265] for the determination of suicide [265] were eligible for inclusion in the 
study as probable suicides [285]. Relatives were eligible to participate in an 
interview for the case-control study if they were well-acquainted enough with the 
deceased to provide detailed information with respect to the deceased’s life and 
were over the age of 14 years. Family members were contacted by letter and then 
by telephone and invited to participate in the psychological autopsy interview. 
‘Psychological autopsy’ is a specific research method which involves retrospectively 
collecting information on aspects of a suicide decedents life, including socio-
demographics, previous self-harm, mental health, physical health, personality traits 
and treatment provided by health care professionals before the suicide [286]. This 
information is primarily gathered via structured interviews with family or friends of 
the deceased and also information obtained by health professionals who treated 
the deceased [286]. The study took into account elements of the psychological 
autopsy approach according to Conner and colleagues [287]. Thirty-four family 
members agreed to take part but one interview was not fully completed and was 
excluded from analyses. Therefore, full interviews were completed with 33 family 
members (44%). This response rate is similar to other psychological autopsy studies 
[288, 289]. The mean time since bereavement during the psychological autopsy 






Figure 8: Flowchart of recruitment process for SSIS-ACE study and qualitative study 
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5.3.3 Measures  
 
Qualitative study 
Semi-structured interviews (n = 18) were conducted with the aid of a topic guide 
[285] in order to explore the experiences of people bereaved by the suicide. 
Interviews began by asking participants about the relationship they had with the 
deceased. The physical and emotional impact of the bereavement on them was 
then explored. The impact of the bereavement on the family and their social life 
was then explored. In addition, participants were asked about what support 
services they received and what they feel suicide-bereaved family members require 
in the immediate aftermath and the medium and long-term. Participants’ 
permission to audio-record the interview was obtained. Thirteen interviews took 
place in the participant’s home, two in university research offices and three at a 
neutral location selected by participants. All interviews took place in a single 
session. Mean length of interviews was 97.5 minutes (range 42-180 minutes).  
Quantitative study 
Family members’ wellbeing was assessed using the 21-item version of the 
Depression, Anxiety, and Stress Scale (DASS-21) [266]. This scale assesses a 
participant’s wellbeing in the past week. The scale successfully differentiates 
between the three affective states while also demonstrating consistency between 
clinical and non-clinical samples [266]. Median scores of depression, anxiety and 
stress, together with dichotomised variables were presented. Recommended cut-
off scores to generate severity level ranges from normal, mild, moderate, severe 
and extremely severe categories [290]. However, due to small numbers in the 
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study, it was not possible to subdivide the sample by these five categories. 
Therefore, participants who met the criteria for depression, anxiety and/or stress at 
the levels between mild and extremely severe were collapsed into a category of 
above the “normal” cut-off and those below these scores were classified as 
“normal”. Scores of ≥10 for depression, ≥8 for anxiety and ≥15 for stress were 
considered indicative of the presence of depression, anxiety, or stress respectively. 
These cut-off points have been used previously [266, 291] and are considered 
diagnostic indicators of potential diagnoses of depression, anxiety and/or stress 
[290, 292]. All statistical analyses were conducted using SPSS Version 22.  
5.3.4 Data analysis 
 
Qualitative study 
Qualitative data were analysed using thematic analysis, which is a flexible method 
that allows for a variety of ontological and epistemological stances [201]. Thematic 
analysis involves a number of steps, including familiarising oneself with the data, 
generating initial codes, searching, reviewing and finally, defining themes [201]. 
Two authors (AS and KMS) coded the data and all stages of coding and 
development of themes were discussed with the research team. NVIVO 11 software 
facilitated the organisation of the data. In the absence of standardised guidelines to 
report mixed-methods research, the Consolidated Criteria for Reporting Qualitative 





Descriptive statistics were used to present information on the age, gender and 
marital status of the suicide decedents, the method of suicide, if a suicide note was 
present and if there was a history of self-harm prior to the death. The age and 
gender of the family members and their relationship to the deceased were also 
presented using descriptive statistics. The characteristics of those interviewed for 
the follow-up qualitative study was compared with those who were not interviewed 
using Chi-Square and T-tests. Tests of normality indicated the data was non-normal 
and therefore non-parametric tests were utilised. Median scores and inter-quartile 
ranges were computed to describe the DASS-21 sub-scales and total score. A Mann-
Whitney U test was used to test for differences in wellbeing for males and females 
and for people bereaved by a hanging or non-hanging suicide.  
5.4 Results 
 
5.4.1 Qualitative results  
 
The 18 participants interviewed for the qualitative study did not significantly differ 
from those not interviewed regarding their gender (p = .42), age (p = .56), 
relationship to the deceased (p = .69), method of suicide (p = .69), their depression 
(p = .49), anxiety (p = .08), stress (p = .59) and total score (p = .28) on the DASS-21 
scale. Three main themes were identified from the analysis process: ‘Co-occurrence 
of grief and health reactions’, ‘disparity in supports after suicide’ and 
‘reconstructing life after deceased’s suicide’.   
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Co-occurrence of grief and health reactions 
This first superordinate theme has two subordinate themes; ‘immediate grief 
reactions’ and ‘enduring physical, psychological and psychosomatic health 
difficulties’. It was apparent throughout the interviews that physical, psychosomatic 
and psychological health experiences were often tied in with grief reactions, 
including blame, guilt and extreme sadness. Additionally, reactions were influenced 
by contextual factors, such as whether the participant found their family members 
body or whether they were informed of the death by others. 
Immediate grief reactions experienced by participants ranged from guilt, 
blame, shame, sadness and relief. Participants often felt angry, both towards the 
deceased and also healthcare professionals who cared for the deceased. 
Conversely, two participants were not angry with their loved one for taking their 
own lives: one participant felt relieved their family member was no longer suffering 
psychologically and “felt she had escaped, she got out of it” and revealed it 
“alleviated some of the pressure” as “she was going to get worse and worse”. 
Feelings of numbness were reported, with some participants not wanting to believe 
that their loved one was dead. One family member could not believe her sister was 
dead until she was given the chance to view her body. The delay in receiving the 
news about the death and viewing the body appears to have been especially 
difficult for her when acknowledging the death:  
“I went on then for the night like nothing had happened being honest with 
you, it was just numb and I didn’t want to believe it until I saw it for myself. 
That was the Wednesday and we didn’t see her until the Friday” (sibling) 
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Physical reactions experienced at the immediate point of bereavement 
included nausea, vomiting, breathlessness, numbness, memory loss, and an 
inability to stand as “my legs had just given way”. One participant noted an 
immediate physical change to their health, as their heart rate escalated upon 
hearing about the death, which resulted in a diagnosis of hypertension the 
following day:  
“My heart rate went up straight away, through the roof. Actually, I had to 
see a doctor on [sic] the next day …and I’m on blood pressure control pills 
since then and I will be probably for the rest of my life” (sibling) 
Other psychosomatic health reactions often noted by participants included 
physical pain, severe abdominal pains, loss of appetite, low energy levels and an 
inability to sleep in the immediate aftermath of the suicide. Some participants 
attributed their low energy levels to “the emotion” and “turmoil” associated with 
their grieving, while others felt it was due to their disrupted sleeping patterns. 
Reported problems with sleeping in the immediate aftermath varied in severity and 
duration. One participant described how they “couldn’t sleep at all in the 
beginning” and another described how they tried to tire themselves during the day 
with walks in an attempt to sleep at night. A number of participants described 
experiencing distressing nightmares and visions of the deceased: 
 “The son came in like and he was asking me what I was doing…[deceased] 
was talking to me, I was talking to him, he was there like, do you know what 
I’m saying…I thought he was, I was out of my bed and the whole lot” 
(parent).  
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Loss of appetite was reported by some participants as a psychosomatic reaction 
which often led to weight loss. Reasons for loss of appetite varied, including nausea 
due to flashbacks of finding the body or feelings of depression and despondence 
following the death: 
“Food-wise, I’m never hungry, I could stay without it all day…if I have a cup 
of tea and a bit of bread in the morning, I’m grand…Since himself has gone, 
you’re just getting up in the morning doing the odd old thing, sure what’s 
the point in doing it like” (spouse). 
Finding the decedent’s body appeared to induce more severe reactions in some 
cases which often extended to longer-term psychological impacts, including 
depression, anxiety, panic attacks, post-traumatic stress disorder, suicidal thoughts 
and suicide attempts.  
“I was depressed afterwards and I…still have this fuzziness in my head…it’s 
very hard to explain. It feels like I’m stressed, stressed, like even small little 
things I can’t deal with” (spouse) 
One participant noted that they were not distressed at finding the body but 
described the scene as “calm”, while also providing her with the opportunity to say 
goodbye to the deceased. It also allowed her to lay “down on the ground beside 
him and I put my head down on his chest…he was still warm and everything…I just 
stayed there for a long…I suppose it was my way of saying goodbye to him” 
(sibling). 
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The initial experiences of the majority of family members bereaved by 
suicide set the stage for enduring physical, psychological and psychosomatic 
difficulties in the months following the bereavement. Firstly, a number of adverse 
mental health outcomes were reported by family members including being more 
concerned about their own mental health, experiencing suicidal thoughts, suicide 
attempts, depression, anxiety and physician-diagnosed post-traumatic stress 
disorder (PTSD) in the months after the death.  Nightmares, memory loss and 
intrusive images of the deceased were often present. One participant attempted 
suicide in the months after the suicide but emphasised they did not want to die but 
rather to escape the emotional pain and depression: 
“The morning that it happened, I just woke up and the feeling was so awful 
just inside my head, I thought like I just can’t stick this anymore, so that’s 
why I done [sic] it. It was just like to get away from this awful feeling” 
(sibling) 
Ongoing intrusive images of the deceased and how they died were also 
reported by a number of participants. These images were not restricted to those 
who found the body but were also experienced by those who were informed of the 
death by others. One participant was preoccupied with the violent and traumatic 
nature of the death which resulted in her still being unable to sleep at night:  
“I’d be awake all night…and then I’m wrecked during the day. In the dead of 
night in the dark I think about how she done [sic] it…that would make me ill” 
(parent) 
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Additionally, a number of participants reported psychosomatic symptoms 
including, chronic feelings of low energy/exhaustion, persistent chest pains, 
breathlessness and physical pain which endured in the months after deceased’s 
death. Their health status was often influenced by their health behaviours. Some 
family members noted “everything stopped, the world stopped that day” and tried 
but failed to resume their normal physical activity. For others, negative health 
behaviours, including excessive alcohol consumption and over-eating were used as 
a coping mechanism: 
“I’d drink I’d say [pauses] a bottle of vodka a day and a few pints as well… 
it’s [the alcohol consumption] got a bit worse… I don’t know if it’s directly 
related to it or whether I’m using it as an excuse” (parent) 
Importantly, some family members experienced an improvement in health 
behaviours, including, increasing their levels of physical activity which benefited 
fitness levels, healthy weight loss and aided the grieving process: 
“I went out to the dancing on a Wednesday night, I said make new friends 
you know…ya I’ve got fitter… That was a big boost for me to chat to people 
and pass away the week” (spouse) 
Participants experienced a number of adverse physical health problems in 
the months after the deceased’s suicide, including being diagnosed with 
hypertension, type 1 diabetes and diverticulitis. Participants attributed these 
diagnoses to the stress of the deaths: 
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“I was hospitalised again this week with it…the doctor came in and said “you 
need to stop, you really need to stop, it’s not cancer but it’s going to affect 
you for the rest of your life…I know that’s a consequence of dealing with 
[deceased’s death]” (child) 
Disparity in supports after suicide 
The second superordinate theme has two subordinate subthemes; ‘need for formal 
support’ and ‘need for informal support’. Participants described requiring a range of 
supports, however, these needs were often not fully addressed by the formal and 
informal support networks. This disparity in the needs and availability of support 
impacted on the participant’s grieving process. Primarily, both formal and informal 
support were required to address intense psychological, psychosomatic and 
physical symptoms brought about by feelings of anger, guilt and blame: 
“I went to a bereavement information evening one night before I started 
any counselling, they put up on a screen physical symptoms and there was 
about 20 different things and I could tick at least 10 of them, shortness of 
breath, panic attacks, headaches, chest pains, physical chest pains…crippling 
abdominal pains…it’s the anger that manifests itself in physical pain” 
(spouse) 
Informal support, in the form of practical and emotional support from family 
and friends was as important as formal support to some participants. One 
participant described how “every night for so long my parents came over to stay 
every night”, while another credited his wife as “the biggest support that I have 
received”. He went on to say that if he was “just left to wallow in it”, that he “would 
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have gone into a big black hole over it”. Another participant emphasised the 
importance of both informal and formal support following a suicide: 
“The love of my family…“come home, we’ll mind you” and they did, that was 
incredible and if some poor person doesn’t have that, I really pity them. It’s 
your family and your friends that gets you through that, and the 
counselling” (spouse) 
Others described how family and friends helped with funeral arrangements, 
financial support, preparing or bringing food to the family member and helping with 
practical jobs around the house, such as maintaining the house and garden in the 
weeks and months after the death: 
“My friends from down the town would come up every day with food and I 
would always forgot they were going to do it [laughs] so they were coming 
up for about a month with food, they were so kind… I was embarrassed but I 
found it helpful” (spouse) 
In some instances, fractured family relations impeded the family member 
receiving informal support. In those instances, the importance of formal support is 
paramount:  
“I have a sister but then we fell out over this, I don’t have any contact with 
them…My problem is if I was feeling down, I wouldn’t say it to them… [I’d 
be] very wary of people because I’ve said things and it’s gone around 
town…I know I can trust my counsellor or my doctor or yourself there now” 
(spouse) 
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Another participant sought formal support as they “needed to speak to somebody 
outside of my family because I was upsetting everybody when I wanted to talk”. 
Seeking formal support was imperative “to get the counselling, just taking time to 
reflect on everything and deal with it”. Two participants noted respectively that 
there was “no pressure with money” from the counsellor and if they didn’t have 
“the money that day she’d say give it to me when you have it”. A number of 
participants spoke about having to stop formal support due to financial reasons, 
with one participant stating that there “should be free counselling for people 
bereaved by suicide”: 
“I hadn’t any steady money coming in, my illness benefit had finished and 
stuff like that…So that’s the reason I finished up with him [counsellor]” 
(spouse) 
The understanding and flexibility of some bereavement counsellors following the 
suicide were hugely valued by participants. However, not all experiences with 
formal support were positive, with one person noting that the counsellors were 
“too shocked to deal with me”, while another said the counsellor “had the clock 
ticking”. Participants noted that nobody proactively contacted them to offer formal 
support. This point is particularly salient as many spoke of being unable to seek help 
themselves or were unsure of what help was required. Feeling “so awful” and “you 
don’t even know what you need” were significant barriers to seeking help while 
others had to “make the phone calls” and “run after all of them [the counselling 
services]”. One participant spoke about how she didn’t approach her own GP for 
help “but he never came with a list of things either to see how I was either, here’s a 
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list of services you can avail of”. She expected him to contact her and she explained 
“it’s very hard yourself because you don’t even know what you need”. As a result, 
she was searching the internet “to find anything” and spoke about how “things 
aren’t readily available I think in this day and age even though mental health is a 
really important thing”.  
Some participants wanted to attend a suicide bereavement support group 
as they felt counsellors could not “possibly understand what’s going on in my head, 
like unless they’ve been through it”. Others spoke of wanting to talk to others “with 
similar experiences” because “I think it’s important for me to feel that I’m not the 
only one going through this”. Additionally, one participant felt that she would 
benefit from it “because I do find I’m alone in my thoughts of it and I’m interested 
in getting other peoples stories so I can relate [to it]”. However, no such support 
groups were available for any of the participants. A small number of participants 
reported that they did not require any formal support. One participant spoke with 
their husband about whether they needed counselling and both concluded that 
they can “hack this” on their own. Specifically, two participants who noted they did 
not require formal support were engaging in over-eating and excessive alcohol 
consumption as coping mechanisms.  
Reconstructing life after deceased’s suicide 
Each participant was confronted with trying to comprehend, make sense of, and 
reconstruct aspects of their lives following their family member’s suicide. 
Participants were particularly concerned with aspects of their wellbeing. Some 
spoke about finding it difficult to look positively to the future. Some participants 
166 
spoke about moving forward in terms of relationships. One participant spoke about 
how “he [the deceased] was the person I was supposed to spend the rest of my life 
with and looking to the future without him is…it’s hard for me to do”. She explains 
how people often say to her “you’re young, you’re going to find someone else…and 
have more kids”. However, she feels “that’s not for me now… I feel like I had that 
experience with him, and I feel like I don’t want that with anyone else ever”. Some 
participants spoke about seeking new relationships following their partner’s death. 
One participant spoke about how her friends and her counsellor broached the topic 
of a new relationship with her and she felt “why not…I have an awful lot of love to 
give”. Seeking new relationships and friendships was an important aspect of moving 
forward for some participants as “there was lots of times where I wouldn’t go 
out…but eventually I got it into my head, I went out to the dancing on a Wednesday 
night, I said make new friends…and then I met this new girl last year before 
Christmas”.  
In terms of wellbeing, a small minority of participants were unable to 
experience positive thoughts following the suicide. One spoke about wondering 
“what’s the point in living…that’s what’s killing me”. Another participant spoke 
about she no longer socialises since her partner’s death and becomes depressed 
following constant rumination about his death: 
“I don’t socialise the way I used to before with other people…the tv might 
be on but I’d have no interest, I’d be just thinking away to myself and get 
depressed about it then” (spouse) 
167 
Conversely, the majority of participants spoke about how while they had negative 
thoughts, they were often able to balance these with more positive thoughts. One 
participant noted that simple things like turning on the radio so there’s “something 
on in the house” or watching a DVD with his children helps as he “enjoys it when 
we’re all together”. Various other social activities and past-times such as walking 
and gardening were endorsed by some as helping during the grieving process. One 
participant spoke about how she uses yoga as a means of “being present” and to 
tell herself that she’s “ok” even when “there are still images in my head” after 
finding the deceased. A further participant stated they were “very positive” and 
engaged in walking and “a bit of photography” which helped him in “hanging 
together fairly well”.  
Part of this reconstruction was also about reappraising what was important 
to them and how they thought about life. Some participants chose to make big life 
changes after the death, including moving homes, changing jobs or completely 
disengaging from the work environment: 
“I haven’t gone back to my old job in [big city], you know life has changed 
and I was working long days and didn’t really have a life, now, I’m looking 
back and saying, there’s a little bit more to life than that you know?” 
(Spouse) 
Two participants moved house soon after the death. One described that she 
“couldn’t stay there” as the death occurred in the house. The other participant was 
forced to sell the house to pay off the debts the deceased had accumulated but had 
hidden from his partner. The participant felt a sense of rejection and betrayal that 
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the deceased didn’t trust her enough to speak to her about their spiralling debts. 
She would have “toughed it out and said to him ok what are we going to do about 
it” but she feels he was afraid to tell her as “I suppose he thought I’d leave him”. 
Three participants were in the process of selling their properties or had a strong 
desire to move at the time of the interview as one felt she could not “move forward 
while I’m in this house presently” due to her experience of visions of the deceased 
in the house.  
5.4.2 Quantitative results 
 
Characteristics of decedents and family members 
Characteristics of the 33 suicide decedents and family members bereaved by 
suicide are presented in Table 6. The majority of suicide decedents were male 
(72.7%), aged 40-59 years (42.4%), were single (42.4%) at the time of death, and 
died by hanging (57.6%). While, just over half of the suicide-bereaved family 
members were female (54.5%) and aged between 40-59 years (57.6%). The most 
commonly represented kinship was partner/spouse (36.4%). The majority of suicide 
decedents were educated to secondary school level (39.4%), followed by one 
quarter (27.3%) and one fifth (21.2%) were educated to post-leaving certificate and 
third level, respectively. The majority of suicide decedents (42.4%) were 
employed/self-employed prior to their death. Data for the other educational and 
employment categories were not presented to maintain confidentiality. Hanging 
was the most common method of suicide (57.6%), with over half of the sample 
having a history of intentional self-harm prior to their suicide (54.5%). Just under a 
half of suicide decedents (45.5%) left a suicide note. 
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Table 6: Characteristics of suicide decedents and suicide-bereaved family 
members (n = 33)  
 Suicide decedents 
 N (%) 
Family members  
N (%) 
Sex  
  Male 24 (72.7) 15 (45.5) 
  Female 9 (27.3) 18 (54.5) 
Age  
  18-39 years 9 (27.3) 7 (21.2) 
  40-59 years 14 (42.2) 19 (57.6) 
  60+ years 10 (30.3) 7 (21.2) 
Interviewee’s relationship to deceased  
  Partner/Spouse  12 (36.4) 
  Parent  7 (21.2) 
  Sibling  9 (27.3) 
  Child  5 (15.2) 
Marital status  
  Single 14 (42.2)  
  Married/co-habiting 12 (36.4)  
  Widowed/divorced/separated  7 (21.2)  
 
Wellbeing outcomes (DASS-21 scale) 
Median scores on the DASS-21 were highest for stress (Mdn = 12.00, IQR = 11.00), 
followed by depression (Mdn = 4.00, IQR = 8.00) and anxiety (Mdn = 2.00, IQR = 
5.00). Nearly one-quarter of the sample (24.2%) had scores that indicated the 
presence of at least mild levels of depression. One in four suicide-bereaved family 
members (27.3%) had scores that indicated the presence of at least mild levels of 
stress. Just under a fifth of participants (18.2%) had scores that indicated the 
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presence of at least mild levels of anxiety (Table 7). These outcomes refer to 
participants’ wellbeing in the week before the interview.  
Table 7: Descriptive statistics of DASS-21 scale scores 
 Median (IQR) Range Above “normal” cut-off N (%)1 
Depression score 4.00 (8.00) 0-34 8 (24.2) 
Anxiety score 2.00 (5.00) 0-24 6 (18.2) 
Stress score 12.00 (11.00) 0-28 9 (27.3) 
Total score 18.00 (26.00) 0-76  
 
A Mann-Whitney U test revealed no significant difference in the levels of 
depression (p = .47), anxiety (p = .37) and stress (p = .81) between suicide-bereaved 
males and females (Table 8). A Mann-Whitney U test also revealed no significant 
differences for levels of depression (p = .43), anxiety (p = .45) and stress (p = .61) 
between those bereaved by hanging and non-hanging suicides (Table 8).  
Table 8: DASS-21 median rank scores by gender and method of suicide  
 Males 
N = 15 
Median (IQR) 
Females 
N = 18 
Median (IQR) 
p Hanging 
N = 19 
Median (IQR) 
Non-hanging2 





 4.00 (10.00) 4.00 (7.00) .47 4.00 (6.00) 4.00 (13.00) .43 
Anxiety score  2.00 (2.00) 3.00 (14.00) .37 2.00 (6.00) 2.00 (6.00) .45 
Stress score  12.00 (12.00) 11.00 (11.00) .81 10.00 (10.00) 13.00 (13.00) .61 
Total score   18.00 (26.00)  18.00 (32.00) .93 18.00 (14.00) 19.00 (29.00) .74 
 
                                                 
1 Scores of ≥10 for depression, ≥8 for anxiety and ≥15 for stress 




5.5.1 Principal findings 
 
The qualitative and quantitative aspects of this study provide insight into the health 
impacts of suicide bereavement on family members. The qualitative component of 
the study provides additional over-arching evidence of the unique grief processes 
associated with suicide bereavement, including shame, guilt and responsibility, 
compared to bereavement by other modes of death.  The qualitative study further 
addresses a significant gap in the literature by exploring the physical, 
psychosomatic health experiences and health behaviours of suicide-bereaved 
family members. Results from the quantitative component of this study indicate 
that a sizeable minority of suicide-bereaved family members experienced elevated 
levels of depression, anxiety, and stress. Other empirical studies have found similar 
rates of depression and anxiety amongst suicide-bereaved people to the current 
study, with one study finding that 18% of the sample were moderately to severely 
depressed, as measured on the PHQ-9, while 21% reported anxiety symptoms on 
the GAD- 2[213]. Furthermore, the prevalence of depression in family members 
bereaved by suicide was reported in previous studies as 30.5% [82] and 23% [85]. 
Other studies of nonclinical samples of adults had lower median scores on 
depression (median: 3), anxiety (median 2), stress (median 8) and total (median: 13) 
DASS-21 scores when compared to the suicide-bereaved median scores found in 
this study [293-295]. Therefore, this indicates that those bereaved by suicide may 
have higher rates of depression, anxiety and stress compared to nonclinical adult 
samples.  
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One possible explanation for the lower than expected prevalence of 
depression, anxiety and/or stress in our sample may be selection bias. Those family 
members who chose to take part in the study may have had lower levels of 
psychopathology or difficulties with the grieving process than other bereaved 
family members, and therefore may have been more likely to take part in the study. 
One recent population-based study compared suicide-bereaved parents with 
matched non-bereaved parents: 20.5% of suicide-bereaved parents refused to take 
part or to complete the study on the grounds of distress or ill-health, compared to 
just 7.6% of non-suicide bereaved parents [213]. This suggests that those who agree 
to take part in suicide bereavement research may be in better health than those 
who declined to participate. Consequently, the number of suicide-bereaved people 
experiencing high levels of depression, anxiety, and/or stress in this study and other 
empirical research may be an underestimate of the true figure. Findings from the 
qualitative interviews indicate that the initial feelings experienced by family 
members bereaved by suicide include disbelief, shock, blame, guilt and anger. 
These mirror findings from other qualitative studies [58]. Our qualitative and 
quantitative results indicate that suicide-bereaved family members experience a 
number of adverse psychological problems including, depression, anxiety, panic 
attacks, suicidal thoughts, intrusive images, nightmares and symptoms described 
which are reminiscent of PTSD. In addition, a number of participants also 
experienced adverse psychosomatic health experiences including feelings of 
nausea, vomiting, chest pains, palpitations, physical pain, abdominal pains, and 
breathlessness. In some cases, these symptoms continued in the months after the 
death and were associated with diagnoses such as hypertension, diverticulitis and 
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type 1 diabetes. Bolton and colleagues [82] took a quantitative approach and 
similarly found that suicide-bereaved parents had significantly higher rates of CVD, 
COPD, hypertension, diabetes, depression and anxiety disorders compared 
accident-bereaved parents. Additionally, a recent systematic review noted that 
there is tentative evidence to suggest that suicide-bereaved family members have 
an increased risk for a number of adverse physical health outcomes compared to 
people bereaved by other causes of death [72, 74, 75, 82, 96]. Therefore, this study 
corroborates these previous findings that people bereaved by suicide can 
experience adverse physical and psychological health outcomes.  
The quantitative and particularly the qualitative component of this study 
illustrate the difficulties encountered by family members bereaved by suicide and 
consequently, the support they require. Research compiled by Grad and colleagues 
[296] underlies the importance of those bereaved by suicide having the opportunity 
to seek support from outside the family. Some participants spoke of the desire to 
attend a suicide support group. However, there is little research on the 
effectiveness of these groups for those bereaved by suicide [154]. It was also clear 
from the interviews that financial difficulties in the aftermath of the suicide were 
unfortunately common and prevented many from accessing formal support 
services. Participants spoke about having to halt their counselling sessions due to a 
lack of money to pay for the service. Reasons for financial difficulties varied and 
included inheriting debts accrued by the deceased prior to the death or having to 
give up or take a break from work due to grieving difficulties. Another study found 
that duration of support was important, with 27% of people believing they required 
professional help for at least 12 months following the death. Furthermore, 25% and 
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17.4% reported needing support for at least two years, or for as long as required 
[282]. These points underlie the importance of not only providing timely and 
effective support to people bereaved by suicide but also support that does not 
preclude people due to their financial circumstances.  
The findings from the semi-structured interviews corroborate the 
quantitative results of family members’ wellbeing, as measured by the DASS-21 
scale. The quantitative scale found that nearly one quarter of family members had 
scores that indicated at least mild levels of depression. Furthermore, one in four 
and nearly one in five had a least mild levels of stress and anxiety, respectively. The 
qualitative interviews provided a greater insight into these difficulties through 
participants’ descriptions of visions/nightmares, suicidal ideation, suicide attempts 
and physician-diagnosed depression, anxiety and PTSD in the months following the 
suicide. Additionally, this mixed-methods study identified a gap in the literature 
relating to qualitative research specifically exploring the physical and 
psychosomatic health experiences in family members bereaved by suicide. Going 
forward, further quantitative research investigating the association between suicide 
bereavement and objective measures of physical health is required.  
5.5.2 Strengths and limitations 
 
This is the first mixed-methods study to specifically examine and explore the 
physical and psychological health implications of suicide bereavement from both a 
quantitative and a qualitative perspective. The mixed-methods approach and the 
comprehensive recruitment process involved is a key strength of this study. The 
quantitative data for this study was derived from the larger SSIS-ACE case-control 
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study which included consecutive cases of suicide and open verdict cases that met 
the Rosenberg criteria for the determination of suicide which were identified via 
examining coroner’s records [265]. Basic information about the case and next-of-kin 
information was collected. Family members were initially contacted via letter and 
telephone to take part in a psychological autopsy study. Data on family members’ 
wellbeing was collected at the end of the psychological autopsy interview. This data 
was analysed and forms the quantitative component of this mixed-methods study. 
Following their participation in the larger case-control study, those who provided 
written consent for follow-up were contacted by the first author of this paper to 
take part in an additional qualitative interview about their experiences following 
the suicide. Recruitment of the family members via coroner’s records and the 
consecutive nature of the suicide and open verdict cases reduces the likelihood of 
selection bias, which is often a significant problem in research addressing 
vulnerable populations [297]. The validity of this research can be considered good 
as this research covered both confirmed suicide deaths and open verdicts deaths as 
these may in fact be hidden suicide cases [298-300]. Furthermore, researchers have 
recommended that such cases meeting criteria for a probable suicide should be 
included in future research studies [299]. The combination of quantitative and 
qualitative research provides a clear indication of the challenges and health 
problems encountered by family members bereaved by suicide. 
While the numbers of suicide-bereaved family members in the study is 
modest, the quantitative results are similar to those obtained in larger studies, as 
previously stated [82, 85]. The interviewer for the qualitative component of the 
study (AS) did not conduct any of the interviews for the SSIS-ACE study, which 
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minimises the risk of interviewer bias in the mixed-methods study. This study has 
two main limitations. Firstly, family members’ physical health experiences were 
self-reported and therefore do not constitute an objective measure. An objective 
measure of physical health would remove any potential for recall bias in 
participants’ responses. However, the focus of the qualitative component of the 
study is to understand family member’s experience of their own health, rather than 
objective health status. Secondly, the relatively small quantitative sample size did 
not allow for more sophisticated statistical analyses, including controlling for 
potential confounding factors such as closeness to the deceased, kinship and time 
since death which may have impacted on the results presented. Further mixed-
methods research examining an objective measure of physical health would be a 
significant addition to the knowledge base.  
5.6 Implications 
 
Considering previous research in the area, this study adds to the existing 
knowledge-base in a number of ways. While the mental health outcomes of suicide 
bereavement have been well-researched, there has been a dearth of research 
specifically examining the physical and psychosomatic health outcomes of suicide 
bereavement from an experiential perspective. Several implications arise from this 
research for professionals seeking to support people bereaved by suicide. First, 
equal attention needs to be given to the physical and emotional sequelae following 
suicide bereavement by clinicians. This research suggests that one in four people 
bereaved by suicide will suffer elevated levels of depression and stress and just 
under one in five will have elevated levels of anxiety. Second, it was clear that, due 
177 
to mental and physical health difficulties, some people were not able to effectively 
identify or seek support. This underlies the importance of health professionals, 
coroners and any other professional to pro-actively facilitate support for those 
bereaved by suicide. This professional support is especially important when 
strained or fractured familial relations affect the quality of the bereaved person’s 
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Suicide bereavement confers unique risk and distress. In several countries, 
bereaved family members are called on to attend an inquest, an official public 
inquiry into deaths caused by external factors. The current study aimed to explore 
how suicide-bereaved family members (n = 18) experienced the inquest process, 
through qualitative semi-structured interviews. Participants were identified via 
coroner’s records and had previously taken part in a case-control study. Qualitative 
findings indicated four overall themes with respect family members’ experiences of 
the inquest process: ‘inquest as fearfully unknown’, ‘structural processes of the 
inquest’, ‘enduring public and private pain to obtain answers’ and ‘gaining answers 
and making sense’. Most family members experienced distress and fear as a result 
of several elements of the inquest process. Some participants had positive 
experiences but these did not outweigh the distress experienced by the majority of 
family members regarding their overall experience of the inquest process. Key 
recommendations include informing family members of the main aspects and 
purpose of the inquest process beforehand, adapting the process to maximize the 
privacy and comfort of the bereaved relatives, and restricting graphic evidence 
being heard, where possible, to minimise distress experienced by family members.  
 











A suicide death, while an individual act, creates a ‘ripple effect’ which profoundly 
impacts familial [80], social [301] and societal networks. Meaning-making following 
loss is crucial, but can be especially complex for suicide-bereaved family members, 
[65, 67] as they struggle with mental, physical and psychosomatic problems, 
including depression, nausea, vomiting, diabetes and hypertension [82, 302, 303]. 
Feelings of guilt, shame, stigma and rejection are common [64, 74, 78, 91, 111], 
which can disrupt the meaning-making process. Support is crucial for people 
bereaved by suicide, yet they are less likely to receive informal support than people 
bereaved by sudden natural or unnatural causes of death [112].  
Suicide registration procedures vary, with many countries in the European 
Union adopting either a medico-legal or coronial system. Countries that operate 
under the medico-legal system include Austria, Estonia, Germany and Hungary. 
Within the medico-legal system, a medical doctor must certify the cause of death, 
whereas the coroner is the certifier for countries operating under the coronial 
system, including Ireland and the Netherlands [304]. However, the coronial system 
in the Netherlands is slightly different, given that a forensic autopsy is not always 
necessary. However, in Ireland a forensic autopsy is always done following any 
injury death [304]. Many current and previous countries of the British 
Commonwealth use the coronial system to investigate suicide deaths and other 
deaths by external causes, where public inquests are held. However, little 
qualitative research exploring how the inquest process impacts on family members 
has been conducted [59, 106, 107], with most of the research conducted some forty 
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years ago [118-120]. Reviews of the coroner service [305] and services available for 
people bereaved by suicide [306] have been conducted in Ireland, but the 
experiences of family members following the inquest process are absent from both.  
Many aspects of the procedures after a suicide can be distressing for family 
members, including the timing and setting of the inquest, presence of the media, 
insensitive media reporting of the suicide and the perceived invasion of privacy [59, 
106]. The inquest process could help to provide some answers and facilitate 
meaning-making for bereaved family members, but this may not occur due to its 
public and potentially stigmatising nature [59]. This is one of the few studies which 




6.3.1 Theoretical approach 
 
Social constructionism was the theoretical underpinning of this study. Social 
constructionism posits that knowledge is constructed rather than created and that 
people psychologically construct their experiences through a social rather than an 
individual focus [307]. Society and social processes are therefore seen as the 
underlying mechanisms for how people  comprehend and interpret the world 
around them [187]. The knowledge that an individual assumes is also inextricably 
linked to their exposure to social, historical or political processes [187]. Following 
bereavement, individuals are forced to reconstruct life and the world around them, 
while also engaging in a meaning-making process [68, 200, 261]. This reconstruction 
is inevitably tied to and influenced by our social world [261]. Research indicates 
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that people bereaved by suicide report more stigma and experience higher levels of 
guilt, shame and responsibility than people bereaved by sudden natural and sudden 
unnatural death [91]. Therefore, meaning-making following bereavement, 
especially suicide bereavement, does not occur in a vacuum and is shaped by one’s 
social world. It is therefore critical to be aware that one’s social reality may impact 
on how one reacts to a suicide bereavement, and consequently the inquest process.  
6.3.2 Study design and setting 
 
This is a qualitative study, which utilised semi-structured interviews with eighteen 
people bereaved by a family member’s suicide. The data for this study was 
collected during interviews for a previously published mixed methods study [285, 
302]. Semi-structured interviews were selected as the most appropriate data 
collection methodology as it allows for flexibility to discuss issues that may arise 
during the interview that require further probing. Since this area is understudied, 
semi-structured interviews provided the scope to explore family members’ 
experiences in an in-depth way, while also providing a rich description of the 
phenomena under investigation, in this case, family members’ experiences of 
suicide bereavement and the subsequent inquest process. Ethical approval was 
granted from the Clinical Research Ethics Committee of University College Cork.  
6.3.3 Sample and recruitment 
 
Between 2014 and 2016, consecutive cases of suicide in Cork, Ireland, were 
identified from coroners’ records and next-of-kin were contacted, as part of the 
Suicide Support and Information System: A Case-Control Study (SSIS-ACE). Suicide-
bereaved family members who participated in SSIS-ACE were also asked for their 
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consent to be contacted for the current study. Twenty-five individuals consented 
and were contacted via a letter. Nineteen participants agreed to the interview 
(response rate 76%) but one participant did not consent for the interview to be 
audio-recorded and was therefore excluded from the qualitative analysis. In one 
instance, two family members were interviewed together at their request. No one 
else was present during the interviews and no repeat interviews were conducted. 
Full details of the recruitment process and reasons for refusal are contained in a 
previously published mixed methods study [302]. Mean time since bereavement 
during the qualitative interviews was 27.6 months (range: 15- 38 months).  The 
sample was comprised of 11 women and 7 men. Participants were partners (n = 7), 
parents (n = 5), offspring (n = 4) or siblings (n = 2) of the deceased. Participants 
were aged between 18-39 years (n = 3), 40-49 years (n = 6), 50-59 years (n = 5) and 
60 years and older (n = 4). Most participants were in paid employment (n = 9), with 
a smaller number being unemployed (n = 4), retired (n = 3) or homemakers (n = 2). 
6.3.4 Data collection 
 
Written informed consent was sought prior to commencement of the interview. 
Participants’ permission to audio-record the interview was obtained. All of the 
interviews were conducted by AS, from April 2016-January 2017. She is a PhD 
student, with a Master of Public Health and is experienced in the area of mental 
health research. AS received specialised in-house training from the National Suicide 
Research Foundation (NSRF) to conduct the interviews. Thirteen interviews took 
place in the participant’s home, two in university research offices and three at a 
neutral location selected by participants. Facilitating participants to decide the time 
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and location of the interview assisted in putting them at ease and thereby improved 
the research process. Semi-structured interviews (n = 18) were conducted with the 
aid of a topic guide [285] in order to explore how family members bereaved by 
suicide experienced the inquest process. Table 9 summarises the main questions 
posed to participants regarding their experiences of the inquest process. This 
information was collected as part of an interview that was primarily exploring the 
physical and psychological health impact of the bereavement on family members 
bereaved by suicide [302]. It was explained to participants that the focus of the 
interview centred on the impact the suicide has had on their psychological and 
physical health, as well as their subsequent support service needs. Mean length of 
interviews was 97.5 minutes (Range: 42-180 minutes, SD: 44.2).  
Table 9: Topic guide for exploring participants’ experiences of the inquest process 
Question Prompts 
How long was the inquest since [deceased’s] 
death? 
Was this length of time 
appropriate? 
How did you feel in the run up to the inquest?  
Did you attend the inquest? Why did you/not attend? 
How did you find the inquest process? Positive/negative aspects? 
Was there anything about the inquest you 
particularly liked/disliked? 
Timing, location, demeanour of 
coroner etc. 
Did you find any information given at the 
inquest helpful/unhelpful? 
Autopsy results etc. 
Did you learn anything new/surprising at the 
inquest? 
Autopsy results etc. 
Was the inquest private or were other 
families there? 
How did you feel about that? 
What would you have preferred? 
Did the inquest help you to understand what What is clearer/still uncertain? 
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happened around the time of [deceased’s] 
death? 
Can anything be done to make the inquest 
process easier for family members? 
 
 
6.3.5 Data analysis 
 
Thematic analysis was chosen as the method to analyse the data from the 
interviews because this is a flexible method that allows for a variety of ontological 
and epistemological viewpoints [201]. Thematic analysis represents a systematic 
framework to code qualitative data in order to identify patterns across the data 
[203]. Thematic analysis is especially useful for applied research that focuses on 
policy and practice or is not completely focused within the field of academia [203]. 
There are a number of discrete steps involved in thematic analysis, including 
familiarising oneself with the data, generating initial codes, searching, reviewing 
and finally, defining themes [201].  
The topic guide (Table 9) was revised, where appropriate, after interviews to 
ensure the most pertinent questions were covered throughout the interview 
process. Field notes and reflections were completed after each interview and 
formed the basis for the initial analyses. Interview recordings were transcribed 
verbatim after each interview and initial coding was completed thereafter. Two 
authors (AS and KMS) coded the data, while each stage of the coding process and 
development of themes were discussed and reviewed with the research team. 
Specific consideration was given to discordant cases, whereby the inquest was 
perceived as positive/mostly positive. NVivo 11 software facilitated the 
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organisation of the data. The Consolidated Criteria for Reporting Qualitative 
Research (COREQ) checklist was used and is in Appendix 5.  
6.4 Results 
 
A number of participants found aspects of the inquest process to be inappropriate, 
insensitive and traumatic. Some were also extremely apprehensive about the 
process and dreaded the inquest for some time before it occurred. While some 
described the overall process as ‘fine’, there were a number of troubling aspects of 
the inquest that left family members feeling uncomfortable.  
Four main themes were identified from the analysis process:  
 ‘Inquest as fearfully unknown’ – This main theme relates to 
participants describing a sense of foreboding or apprehension of the 
inquest that was largely driven by a lack of information about the 
inquest and its processes. 
 ‘Structural processes of the inquest’ – Participants found some of the 
structural aspects of the inquest distressing, such as the timing of the 
inquest and having to hear graphic evidence about the 
circumstances of the death of their own or someone else’s family 
member.  
 ‘Enduring public and private pain to obtain answers’ – Participants 
found the public nature of the inquest distressing. Many felt inquests 
should be private, especially given the very personal nature of 
information shared about the deceased during the process. 
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 ‘Gaining answers and making sense’ – Some participants gained 
clarity about the nature of their family member’s death from the 
inquest process, which provided a sense of closure to participants.   
6.4.1 Inquest as fearfully unknown  
 
This main theme has one subordinate theme: ‘Lack of information fuelling 
heightened emotional reactions’  
Lack of information fuelling heightened emotional reactions 
Participants spoke of a sense of ‘foreboding’ as they waited for the inquest to 
happen and felt their ‘life was on hold’ until it was over. The inquest was described 
as ‘daunting’ and ‘extremely stressful’, with participants on ‘tenterhooks’ until it 
was over. Being ‘frightened’ and ‘very nervous’ of the inquest was largely driven by 
a sense of not knowing what the inquest entailed and what form it would take. 
Some participants were fearful after hearing stories of others’ bad experiences of 
an inquest, which sometimes led to misinterpretations of what the inquest would 
entail for them and their family: 
“I actually had somebody say to me that you’re going to be, they had 
experienced an inquest and that, I remember she actually kind of frightened 
me a bit. I was very nervous, she said you’re going to be, it’s like you’re 
going to be on trial. Like the family can hurl all sorts of questions at you and 
stuff and my brother was very nervous about that. But, it actually went off 
grand” (P1, partner) 
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This lack of information and misunderstanding of the inquest process left many 
family members in a state of distress in the run up to the inquest: 
“There were things about the inquest that I was completely freaked out 
about…whereas if I’d had more of an understanding, it was actually fine. It 
wasn’t any hassle at all like. When I got through it, it was like ‘jeez what was 
all that about’” (P16, partner) 
Family members felt these heightened reactions could have been largely prevented 
if they had been given practical information about the inquest and what form the 
process would take: 
 “Then they called me up and they asked a few questions but I had my 
statement so I was wondering why that wasn’t enough and I thought 
wouldn’t it be better instead of having this official inquest where they would 
come in if they had queries about your statement to ask then because ya it 
was very formal sitting up and swearing and everyone is looking at you and 
there was a full room the day I went and stuff. You’re never prepared for, 
they don’t tell you what happens, they don’t prepare you for it” (P6, 
daughter) 
Owing to a lack of practical information about the inquest process, some 
participants were not prepared for some of the formal aspects of the inquest, such 
as swearing on the bible, having to give evidence in a witness box and the 
courtroom setting, to be intimidating. These formalities often reinforced the notion 
of being ‘on trial’, which exacerbated grief and guilt reactions in the lead up to the 
inquest: 
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“I remember being very traumatised because I had to go up to the witness 
box…I remember I was shaking and I was saying [to deceased] ‘look at what 
you have me doing now’ and that to me even now was the worst thing 
[becomes emotional]…the fact that the consequences of her death put me 
in a witness box to tell legally police and people that didn’t know her, that 
she had made me do that is what really hit me you know” (P3, daughter). 
In summary, this theme highlights the distress caused to family members as a result 
of not knowing what form the inquest would take. Many participants felt fearful of 
the inquest as a result, which intensified their grief reactions.  
6.4.2 Structural processes of the inquest 
 
This theme relates to some of the formal and structural processes of the inquest, 
such as the timing of the inquest and having to hear graphic evidence related to 
their own or someone else’s family member. The timing of the inquest varied for 
the participants interviewed, with waiting times largely dependent on the presiding 
coroner and their workload. The majority of participants were passive with regard 
to the timing of the inquest, but a small minority of participants spoke of actively 
engaging with the coroner to have the inquest sooner.  
 Participants often spoke about the timing of the inquest, in relation to the 
length of time since their family members’ death. Responses were mixed with 
regard to the most appropriate length of time from the death to inquest. Some felt 
‘the time scale was enough’ as ‘if it had been sooner it would have been a lot 
worse’. Some described how they needed the time to grieve and come to terms 
with the death before facing the inquest. One participant appreciated the long wait 
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to the inquest, as it allowed for administrative aspects following the death, such as 
the deceased’s estate to be settled before the inquest took place. The participant 
felt they may have had a ‘different outlook on it if it [inquest] had happened before 
the estate was settled’. However, others wanted to have the inquest sooner as the 
family could not get the ‘suicide note and his clothes’ back until the inquest was 
over’. Some had to wait nearly 12 months before their family member’s inquest 
occurred. One participant spoke about how she was ‘surprised’ her family 
member’s inquest occurred four months after the death as she ‘didn’t expect it [the 
inquest] [until] ages after [the death]’. A small number of participants pushed to 
have the inquest sooner as waiting for six months or longer was deemed too long: 
“The waiting for the inquest, that was [pause]…I think I pushed for it to be 
sooner, it was in June, but only for I ringing, it would have been after the 
summer holidays, September [pause]” (P1, partner) 
Long delays for the inquest also prohibited a small number of participants from 
attending the inquest: 
“No I didn’t [attend the inquest] ‘cause that occurred a year later…I had an 
assignment or project at college due or I had to get some study done, I can’t 
remember what it was but I didn’t go to the inquest” (P8, son) 
Some family members found it ‘very shocking’ and ‘extremely stressful’ that they 
had to listen to graphic evidence regarding the circumstances of their loved one’s 
death, but also the circumstances of other cases. Specifically, some felt it was ‘very 
traumatic’ to watch and listen to other families as they were ‘hysterical’ listening to 
the details of their loved one’s death:  
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“One thing I found very very hard as well was…I had to sit in the room and 
listen to about 3 or 4 other people and their stories, and before mine had 
even started I was in tears only listening to other people because some guy 
died in a car crash, another one committed suicide by [names method]…so 
you had to sit there and listen to that…before they get to yours…I had to 
listen to a family that lost a young fella and his girlfriend had been there and 
she was hysterical listening to the whole thing, I thought that was very 
traumatic, just watching them, never mind how they were feeling” (P6, 
daughter) 
In summary, some family members felt the long wait to the inquest was 
appropriate as it allowed them time to grieve and to come to terms with the death, 
while also providing space for administrative aspects of the death, including the 
deceased’s estate, to be settled. In other instances, family members were 
dissatisfied with long delays, with a small number pushing to have the inquest 
sooner.  
6.4.3 Enduring public and private pain to obtain answers 
 
Inquests in Ireland are public and are usually held in a courthouse, but can take 
place in hotels or local halls. The majority of participants spoke strongly about the 
very public nature of inquests. A small number of participants described how their 
family member’s inquest was the last of the day and therefore experienced a 
private inquest. They felt inquests should be ‘closed’ and only open to family 
members as it is ‘a very private thing’ and ‘it is nobody’s business’ how the 
deceased died or the circumstances leading up to the death. One participant 
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described how some of her family members refused to go to the inquest for fear 
that it would not be private: 
“They didn’t want to go because they had a fear that it was this public, and 
it can be public but in our case, it wasn’t private but there was nobody there 
anyway. [Brother] was very annoyed that this was going to be a 
public…[Brother] works in [town where inquest was held] and he didn’t 
want, he had a thing that it was going to be [crowded] like mass but I said 
nobody knows that it’s [deceased’s] inquest at 10am” (P3, daughter) 
Because inquests are often scheduled in batches, family members may sit through 
several inquests before the one relevant to them takes place. Some participants 
considered themselves fortunate to be the only family members present during the 
inquest. This was often by chance if their family member’s inquest was the last case 
scheduled for the day. One participant described how it was ‘perfect’ that ‘we came 
in one door and we went out another’ so that they were separated from meeting 
other families, ‘as we had enough on our own plates’.  One family member who had 
a previous adverse experience at an inquest for a non-suicide death felt strongly 
opposed to the presence of the media at inquests due to the danger of them 
publishing sensitive information about their loved one:   
“I remember the inquest for my [names family member], there was an 
article in the newspaper afterwards and it said how he died in [names 
location of death], and I thought it was awful. Nobody needed to know 
that…” (P10, sister) 
193 
Other participants spoke about how they would have found it distressing if 
other families were present, especially when intimate details about their loved one, 
including the detailing of the deceased’s mental health difficulties and drug or 
alcohol addiction. One of the primary motivating factors for not wanting other 
families present was to preserve the intimate details of their loved one and the 
circumstances surrounding the death. Other participants voiced shame that private 
aspects of their loved one’s life were laid bare for strangers to hear: 
“There was another family ahead of us…we heard all of their story which we 
didn’t need to hear or want to hear…I think it was hard on that family 
because you could see that they were looking out, going out sideways, not 
looking at us because they knew that we heard…yeah it was suicide, well it 
was accidental suicide, she was an alcoholic and she fell down the stairs but 
the judge gave it out in detail what happened to her…things that we didn’t 
need to know at all” (P14, mother) 
This family member was especially nervous that alcohol or drugs could have been 
involved in her son’s suicide, which she would have found shameful, especially if 
strangers were to know such details: 
“I know if it were our case and [family member] had fallen down the stairs 
through drink, I wouldn’t like the family behind me to know all about our 
private business you know…[town where deceased lived] is a small place, we 
could have known them…I figured we would have kept that [if alcohol or 
drugs were involved in suicide] to ourselves, nobody else’s business, what 
difference does it make, but as it happened, nothing happened but they 
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went into detail about that woman’s death and her liking for drink and all 
that” (P14, mother) 
The fear that family members may have known others at the inquest was not 
unique and was expressed by two other participants: 
“If it was someone you knew and you didn’t want them to know the details, 
you don’t want everyone knowing what goes on either because it’s 
local…they are hearing about private, what I think are very, very private 
details. Like as you said if something came out that you didn’t know about, 
why would you want other people to know?” (P6, daughter) 
This theme underscores the difficulties experienced by participants when the 
inquest was not private, but instead was attended by others waiting for their family 
member’s inquest. Particular difficulties included not wanting others to hear 
intimate details about their loved one or the circumstances of their death.  
6.4.4 Gaining answers and making sense 
 
This theme has two subordinate themes; ‘nature of the death and verdict returned’ 
and ‘learning new information’. 
Nature of the death and verdict returned 
Some family members were unsure of the nature of their loved one’s death prior to 
the inquest and the inquest often provided answers to their questions. Some 
participants described how they did not know until the inquest whether alcohol or 
drugs were involved in their family member’s death. Not knowing the 
circumstances surrounding the death often troubled family members as it called 
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into question whether the deceased actually intended to take their own life. Others 
worried that their family member was in pain or may have tried to call for help 
afterwards. Obtaining clarity on these issues during the inquest often served as a 
comfort for family members:  
“When they came out with the autopsy, if you look at the amount of stuff 
they found in the system, the only consolation was that she went to sleep 
‘cause she wasn’t struggling or calling…the key thing was that she wasn’t on 
the floor trying to find help. In fairness to [state pathologist], she came over 
and explained this to us and she was really kind of, that this is what 
happened” (P13, father) 
Together with the information collected and presented at the inquest, this helped 
some family members to better understand the circumstances of the death and 
come to a sense of closure regarding the death. In some cases, the evidence 
gathered indicated the deceased’s careful planning of the suicide, which helped to 
ease feelings of guilt and blame that they could have prevented the suicide: 
“Yeah, the inquest was really the final closure on it altogether. There was no 
doubt about anything, about what the guards [police] found…That was the 
final bit of closure that said, we’ve taken all the evidence that has been 
gathered and they were able to lay out the sequence of events, so, for me, 
for me my engineering type mind, it was great to have them laid out and 
there was absolutely nothing that anyone could have done about it” (P4, 
son) 
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The inquest also provided most family members with a better understanding of the 
events that occurred before the death: 
“She had these panic attack tablets [names tablet], she might have taken 
one or two over and above, she didn’t know it like that’s what they’ve put it 
down to. The alcohol in her system was only very small, I think it was only 
something like half a pint over the limit. In the inquest they said they 
wouldn’t put it down to that” (P2, partner) 
Conversely, one family member did not feel that the results of the autopsy 
mattered to him: 
“He’s dead. So any extra information about the circumstances wouldn’t 
make any change to me, I think.  It wouldn’t be of any value to me…what 
would be the difference if he died drunk or not? He’s dead, he’s gone. So, to 
me there is no difference really” (P18, brother) 
The majority of family members described how a coroner returned a suicide 
verdict. An open verdict was given in three cases, which was primarily given due to 
the lack of physical evidence such as a suicide note and the specific method chosen. 
However, in one of the cases, the coroner noted that the deceased did take her 
own life but he was unable to return such a verdict because of the lack of 
empirical/physical evidence at the scene of the death. However, in one particular 
case, some members of the family welcomed the ambiguity of the open verdict as 
they did not want the stigma of a suicide verdict. These family members were not 
perturbed that a suicide verdict was not given as ‘it’s so personal’: 
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“They didn’t give a verdict of suicide, this is what he said, there was no 
note…there was no physical evidence found…he said that, this poor woman 
was terrified of her life…and that she took her own life” (P3, daughter) 
Learning new information 
For some, the nature of the death and the intent of the deceased was clear. In 
these cases, ‘the inquest was more about when the date he died rather than how 
he died’. For some, the inquest revealed new information about the deceased or 
circumstances surrounding the death. The autopsy sometimes uncovered physical 
health problems that the deceased had, which were unknown to them or the 
family. Hearing such unanticipated news out of the blue was often upsetting for the 
family: 
“Here is the stupid thing, at the inquest, [pathologist] told me that his heart 
was twice the size of a normal heart…I said ‘wait a minute, did he have a 
problem with his heart’ she said ‘yeah, he was a walking time bomb’, in 
other words, he probably would have died soon anyway…I said to myself, 
‘why did you [kill] yourself you stupid bastard’, that was my reaction” (P9, 
partner) 
The toxicology report often allowed family members an insight into the deceased’s 
frame of mind. It sometimes removed ambiguity around whether the deceased 
really intended to take their own lives. For some, the presence of toxic levels of 
alcohol and medication, further reinforced to them that their family member’s 
death was not an accident. For others, the absence of toxic levels of alcohol and 
medication, indicated to some family members that they did intend to take their 
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own lives, as they hypothesised that their judgement was not hampered by the 
presence of toxic levels of substances. Others gained further perspective into their 
family members’ mental health difficulties as a result of evidence presented at the 
inquest: 
“That she was taking her medication and she was still having these bad 
thoughts, the medication wasn’t working of course. We thought she had 
given up on her medication” (P17, mother) 
To summarise, this theme highlights that the inquest can provide family members 
with additional information about their loved one, including their physical health 
and any medication or alcohol they had consumed around the time of death. This 
information can be helpful for some, as it may provide closure regarding the 




This qualitative examination found that family members respond to the inquest 
process in many different ways but often experience the inquest process as 
traumatic in situations when it is conducted poorly. Additionally, the inquest may 
be perceived as traumatic if family members are not adequately informed of its 
purpose and the coronial process generally. Many family members spoke of being 
extremely apprehensive about the inquest in the months beforehand. This intense 
fear was driven by not knowing what the inquest would entail and others’ 
perceptions of being ‘on trial’.  
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 The results of this study highlight that participants’ responses to the inquest 
process are indicative of grief and trauma responses. The Dual Process Model of 
Coping with Bereavement posits that one needs to confront the pain associated 
with grief in order to work through the loss [308]. The loss-orientation aspect of the 
model refers to processing some of the aspects of the loss, including the 
circumstances and the events surrounding the death [308]. These aspects and the 
nature of the death generally is addressed during the inquest. For some, the 
inquest may be the first time the suicide-bereaved fully confront their new reality, 
with this confrontation often taking the form of having to give evidence or having 
to listen to graphic evidence about their loved one’s death.  
While this confrontation of the loss is difficult for the bereaved, avoiding 
both the reality of the death and isolating oneself from others may lead to 
prolonged or complicated grief [309]. Complicated grief is characterised by an 
intense yearning for the deceased, preoccupying thoughts, images or memories of 
the deceased, recurrent painful emotions about the death, including guilt and anger 
and avoiding situations, places or people that bring back the painful memories 
[310]. Given that the function of the inquest is to determine cause of death, family 
members may be subjected to hearing distressing details about the circumstances 
of the death, thereby potentially further adding to what can be already a traumatic 
experience. Complicated grief is also associated with protracted grief symptoms, 
suicidal ideation, PTSD, work and social impairment [311]. It is therefore critical that 
the inquest processes and procedures do not contribute to or exacerbate grief and 
trauma reactions of suicide-bereaved family members.  
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Although few studies have explored how the inquest process impacts family 
members bereaved by suicide, the findings corroborate the scant literature on the 
topic [106, 107], especially with regard to family members being distressed by the 
timing of the inquest and at hearing graphic evidence during the inquest [106]. A 
quantitative study noted that over a third of family members encountered 
problems dealing with the coroner’s office and also being distressed by the media 
reporting of the inquest [78].  Notwithstanding this, a further qualitative study 
noted that the inquest can sometimes be a positive experience for family members, 
serving as a source of closure [59]. While this finding was reinforced in this study by 
a small number of family members, this benefit was outweighed in most cases by 
the intense anxiety felt before and during the inquest, as well the other distressing 
components of the inquest described by family members. Given that this research 
also aligns with the findings of previous studies conducted in different countries, it 
further emphasises the credibility, transferability and relevance of this study.  
These findings at the individual level highlight a number of key systems level 
recommendations to improve the inquest process in Ireland. Recommendations 
include; 1) the appointment of a liaison officer from the coroner’s office to link in 
with bereaved family members prior to the inquest to provide comprehensive 
information on the inquest process and also to proactively facilitate support for the 
family. Coroner liaison officers are commonplace throughout Northern Ireland, 
England and Wales. Coroner liaison officers help bereaved family members when a 
post-mortem has been ordered. They are the point of contact for family members 
and provide them with information, especially with regard to the preliminary cause 
of death and can assist them with financial matters; 2) consulting with family 
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members regarding the approximate time they deem suitable to hold the inquest, 
as the timing of the inquest (too soon/delayed etc.) can be potentially distressing 
for family members. Coroners in Northern Ireland are not obliged to hold an 
inquest. While the decision to hold an inquest is at the discretion of the coroner in 
Northern Ireland, the views of the family members can be taken into consideration 
prior to any decision being made; 3) a system should be put in place so that 
bereaved family members do not have to be present for other inquests while they 
wait for their own family member’s inquest; 4) the reading of suicide notes or of 
graphic evidence relating to the death should be restricted, where possible, to 
reduce distress caused to people attending the inquest; 5) coroners facilitating 
family members to give a statement prior to the inquest, to relieve them of having 
to give evidence on the day of the inquest. Reducing or eliminating any traumatic 
aspects of the inquest process in Ireland is crucial, especially given that some 
countries, including Scotland do not hold inquests but rather investigate accidental, 
unexpected, sudden or unexplained deaths privately; 6) Many inquests in Ireland 
take place in a courtroom. Some participants in this study felt this setting was 
inappropriate given the connotations that a criminal offence had taken place. It is 
no longer necessary for inquest to be held in courtrooms and therefore, should take 
place in a neutral setting.  
While a number of aspects of the inquest were distressing, it is important to 
highlight some of the positive aspects mentioned by participants. All of the 
participants that experienced a private inquest, by virtue of them being the last 
scheduled inquest of the day, found this appropriate and they stated it made the 
process easier. The compassionate approach of the coroner, the pathologist and 
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members of the police force present were also commended. Participants felt the 
pleasant demeanour of the coroner was important when they spoke of the factual 
events that took place around the time of the death. Others praised the coroner 
and the pathologist who were open to answer any questions or provide further 
clarification to family members, especially with regard to the toxicology report. 
Finally, some participants described the compassionate approach of the liaison 
police officer assigned to them. Participants found it particularly helpful when the 
liaison officer offered to read out their statement on their behalf. This offer was 
especially appreciated if the family member was fearful or felt unable to give 
evidence on the day due to emotional or grief reactions.  
6.5.1 Strengths and limitations 
 
This research has a number of strengths. This study had a representative non-
selective sample of suicide-bereaved family members drawn from a pool of all 
suicides that occurred in Cork, Ireland during the study period. The response rate in 
this study was high, at 75%. Response rates could not be derived from a number of 
qualitative studies exploring the inquest process [106, 107] and suicide 
bereavement more generally [59, 61] as recruitment was via sources including, 
media releases, flyers, websites, newspaper articles, conferences, radio 
programmes and support organisations. Furthermore, this study achieved a 
relatively balanced gender distribution (11 women; 7 men), when compared to the 
existing research on this topic. It is difficult to recruit equal numbers of men and 
women bereaved by suicide, given that the majority of suicides occur in males, 
leaving females as the vast majority of people bereaved by suicide. The proportion 
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of males in the current study was 38%, compared to 6% [106] and 30% [107] in 
previous research. This increases the opportunity for the voices of males bereaved 
by the suicide of a spouse, parent or sibling are heard. The potentially hugely 
stressful nature of the inquest process, together with the increased suicide risk in 
males and in people exposed to a family member’s suicide, specifically underlies the 
importance of capturing the experiences of males bereaved by suicide.  
There are some limitations to this research. Additionally, given the lack of 
standardisation of coroners’ procedures across the country, the experiences of 
participants in this study may differ to those in another coronial jurisdiction. This 
point further underlies the importance of standardising coronial procedures not 
only in Ireland, but in any country that operates within the coronial process.  
6.6 Conclusion  
 
The findings from this research illustrate that while some aspects of the inquest 
were deemed positive, many others were deemed inappropriate and distressing by 
suicide-bereaved family members. At a time of significant grief and stress, the 
inquest was a fearful prospect, with some having to wait up to a year after the 
death. Delayed timing of the inquest, the public nature of the inquest, and hearing 
graphic evidence were some of the distressing elements of the inquest process. A 
number of key recommendations arising from this research have been proposed, 
including having a pre-inquest briefing session with family members outlining the 
different elements of the inquest and also restricting graphic evidence heard during 
the inquest. These and the other recommendations proposed are important in 
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order to address distress experienced by suicide-bereaved family members during 
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7.1 Abstract  
 
Objective: Few studies have explored how individuals are affected following a 
family member’s self-harm. None have focused on physical and psychosomatic 
responses following a family member’s high-risk self-harm.  
 
Methods: Qualitative interviews were conducted with nine participants whose 
family member presented to a large tertiary hospital in Ireland with high-risk self-
harm.  
 
Results: Common themes were (1) implications for health and wellbeing; (2) 
process of meaning-making; (3) feelings of responsibility and (4) challenges with 
support network. 
 
Conclusion: Participants experienced adverse health impacts including nausea, 
vomiting, hypertension and depression. Caring for their own and their family 
members’ wellbeing, together with challenges with accessing health services 
underscores the importance of family members being proactively contacted by 
healthcare professionals to alleviate these detrimental health effects. 
 
Keywords: Self-harm, near-fatal, high-risk, qualitative methods, health, 








Self-harm is an important public health issue, with associated personal, social and 
economic costs [9, 312, 313]. Ireland’s age-standardised rates of hospital-
presenting self-harm was 206 per 100,000 in 2016 [43]. Previous self-harm is the 
most consistent risk factor for suicide [24]. Cases of high-risk self-harm show 
similarities with suicides with respect to prevalence of current psychiatric disorder, 
previous history of self-harm, social adversity and stressful life events [49, 314]. 
High-risk self-harm can be described as an act that may have been lethal by chance 
or in the absence of intervention, and includes methods associated with a 
reasonably high chance of death, such as hanging [8] compared with methods 
associated with lower lethality, such as self-cutting. Risk factors for high-risk self-
harm include diagnosis of a mood disorder, previous suicide attempts and 
psychiatric hospital admission in the previous year [8, 49].  
The use of high-risk methods of self-harm has increased in Ireland by 72% 
between 2007 and 2016 [43, 315]. In terms of other countries in the EU, lethality of 
suicide attempts are higher in Hungary and Germany than in Ireland [316]. Similarly 
to Ireland, the use of high-risk methods of self-harm have increased, with rates of 
attempted hanging and suicide by hanging have steadily increased in South Korea 
and the United States [317].  
Despite the increasing incidence of high-risk self-harm, its impact on family 
members’ physical and psychosomatic health has been largely ignored in the 
literature. The scant literature on the topic has tended to concentrate on self-harm 
more generally, focussing on parents’ experiences following their adolescent 
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offspring’s self-harm [122, 123, 125-127, 130, 131, 151]. Family members’ initial 
responses to self-harm include self-blame, shock, confusion, isolation, guilt, fear, 
shame and embarrassment [122, 123, 125-127, 130, 131]. Feelings of extreme 
tiredness/low energy, nausea, sleeplessness, weight loss and chest pains have been 
reported by individuals in the aftermath of a family member’s self-harm (Ferrey et 
al., 2016; Raphael et al., 2006). 
Exposure to a family member’s self-harm or suicide increases the risk of 
people engaging in suicide or self-harm themselves [27, 134]. This familial 
transmission of suicidal behaviour is thought to be partly related to genetic factors, 
but also environmental factors such as adverse familial environments and learned 
behaviour [27, 176]. There is growing evidence that being bereaved by suicide is 
associated with an increased risk of several negative health outcomes [302, 303], 
but it is less clear whether exposure to a family member’s high-risk self-harm 
confers similar negative outcomes.  
In addition to the limited research into the impact of high-risk self-harm on 
family members, studies to date have primarily focused on initial psychological 
reactions whilst overlooking experiences relating to physical and psychosomatic 
health, with just two previous qualitative studies exploring this in any depth [122, 
126].  These studies focussed only on parental experiences of a child or young 
person’s self-harm and also did not specifically address high-risk self-harm. The 
current study is the first to explore the overall impact of a family member’s high-
risk self-harm, in terms of psychological, physical and psychosomatic consequences, 
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This is a qualitative study which utilised semi-structured/qualitative interviews with 
nine family members of individuals who presented to hospital following an act of 
high-risk self-harm in Cork City and County, Ireland, between July 2014 and August 
2016. Interviews were guided by exploring four topic areas: (1) the self-harm act; 
(2) the impact of the self-harm act; (3) the broader familial and social impact of the 
self-harm act; and (4) support services. 
7.3.2 Sample and recruitment 
 
SSIS-ACE study 
Participants for this qualitative study were drawn from the Suicide Support and 
Information System study on Psychosocial, Psychiatric and Work-Related Factors: A 
Case-Control Study - (SSIS-ACE) that was conducted in Cork, Ireland between 2014 
and 2017.  The SSIS-ACE study compared consecutive cases of high-risk self-harm 
with consecutive cases of suicide and general practice patient controls. Cases were 
recruited following a hospital presentation of high-risk self-harm and were asked if 
they consented for a family member to be approached for a collateral interview. 
Family members who completed a semi-structured collateral interview at that time 
and who consented for further follow-up were approached for the current 
qualitative study. High-risk self-harm was operationalised as using a high-risk self-
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harm method (i.e. (1) attempted hanging, (2) jumping, (3) drowning). Participants 
were also eligible for inclusion if the family member’s self-harm act did not meet 
the criteria for high-risk self-harm but there was a clinical impression of high suicide 
intent. Therefore, the selection of the sample was not solely determined by the 
strength of the suicidal intent.  
Current qualitative study 
All participants of the SSIS-ACE study who experienced a family member’s high-risk 
self-harm and who consented for further follow-up (n = 15) were contacted via 
phone call to take part in the current study. As three participants were not 
contactable by phone, follow-up letters detailing the study were sent to 12 
participants. In total, nine participants agreed to take part and completed the 
interview. Two participants actively declined to take part, with a third participant 
initially agreeing to the interview but who was uncontactable thereafter, resulting 





















All participants (n = 9) were interviewed by AS, a PhD research student, using a 
topic guide (Appendix 6). AS has a Master’s in Public Health, has worked in the area 
of mental health research for several years, and received specialised training in the 
management of distressed and at-risk participants. Participants were offered 
different options as to the preferred location of the interview. Three interviews 
took place in the participant’s home, five in research offices in the National Suicide 
Research Foundation and one at a neutral location chosen by the participant.  
Ethical approval was granted by the Clinical Research Ethics Committee of 
the Cork Teaching Hospitals. Participants were given a list of appropriate support 
services at the end of the interview. Each participant was contacted by telephone 
15 SSIS-ACE participants 
contacted via phone to 
obtain postal address 
3 participants declined 
- Initially agreed, but uncontactable thereafter    
(n = 1) 
- Not interested in taking part (n = 1) 




12 SSIS-ACE participants 
consented to receiving 
letter about follow-up 
study 
9 participants agreed to 
interview following 
phone contact  
 
3 participants uncontactable 
due to disconnected phone 
number  
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three weeks after the interview to check in on how they were feeling after the 
process. This telephone call also served as a means of facilitating support for the 
participant based on their individual needs, as identified from the interview. If 
required, referrals for participants were facilitated by the principal investigator 
(EA).   
7.3.4 Data analysis 
 
Field notes were taken after each interview, which provided the interviewer 
an opportunity to process any initial thoughts regarding the interview. NVivo 11 
was used to manage data from the interviews. Data from the interviews were 
analysed using interpretative phenomenological analysis (IPA). IPA is conducted on 
small samples, as the focus is to examine each case in an in-depth fashion as 
opposed to making more general statements about each case [318]. This in-depth 
analysis is termed an idiographic mode of inquiry [318]. IPA allows for the detailed 
examination of a person’s lived experience of an event, the meaning they attach to 
an event and how they make sense of the experience [319]. This process of making 
sense of an event is a major theoretical component of IPA [207]. IPA was chosen as 
the most appropriate approach for this analysis because of the idiographic focus of 
IPA, which allows for the exploration of each case in detail [320].  Two authors 
coded the data (AS and KMS) and two additional authors (CL and EA) reviewed 
super and subordinate codes generated. 
The first stage of IPA involves reading and re-reading the transcribed 
manuscripts, while the second step involves making initial notes about semantic 
content and the language used by the participant [207]. At this stage, it is also 
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important to focus on generating some conceptual commentary of the transcript. 
The third step involves developing emerging themes through open-coding of the 
data. The fourth step involves exploring the connections between these emerging 
themes. The fifth step involves repeating the above steps with the next transcript. 
The final step involves looking for patterns across each of the transcripts in order to 





Interviews were conducted with nine participants (six females, three males) who 
had experienced a family member’s high-risk self-harm. Mean age of interviewees 
was 44 years (range: 33-61 years). There were a variety of kinships, including 
spouses (n = 3), siblings (n = 3), parents (n = 2) and a close friend (n = 1; included 
because the self-harm patient listed them as their next-of-kin). Four interviewees 
were educated to post-secondary level, three to secondary school and the latter 
two were educated to a primary school level. Methods of self-harm included 
intentional drug overdoses, attempted drowning, attempted hanging and self-
cutting. Mean length of the interviews was 94 minutes (range: 48-144 minutes). 
Mean time since the self-harm at the time of the follow-up interview was 21 
months (range 14-27 months). Table 10 highlights participant characteristics, as 
well as the four main themes identified from the analysis process; (1) Implications 
for health and wellbeing; (2) process of meaning-making; (3) feelings of 








Table 10: Participant characteristics and theme mapping 
 
Superordinate themes present 
ID Gender Age 
group 
Implications for 







1 Female 40-59  Yes Yes Yes Yes 
2 Female 40-59 Yes Yes Yes Yes 
3 Male 40-59 No Yes No Yes 
4 Female 18-39 Yes Yes Yes Yes 
5 Female 18-39 Yes No No Yes 
6 Female 18-39 Yes Yes Yes Yes 
7 Male 60+ Yes Yes Yes No 
8 Male 18-39 Yes Yes Yes Yes 
9 Female  40-59 Yes Yes Yes Yes 




7.4.1 Implications for health and wellbeing 
 
Overall, this theme spans the psychological, physical and psychosomatic responses 
experienced by family members, both in the immediate aftermath and the longer-
term following the self-harm experience. All participants referred to initial adverse 
health responses to the self-harm, which often extended to longer-term changes in 
health behaviours, such as diet and physical activity and poorer perceived general 
health. Health effects of the self-harm episode were negatively influenced by 
contextual factors, including familial conflict, financial hardship and experiencing 
previous traumatic events. This superordinate theme has two subordinate themes: 
‘physical and psychosomatic health responses’ and ‘psychological health 
responses’.  
Physical and psychosomatic health responses 
 Four participants did not experience physical or psychosomatic health responses 
immediately after the self-harm. In these cases, participants began to experience 
such responses once their family member was safe and being treated in hospital. All 
but one of the participants referred to initial psychosomatic symptoms, which often 
extended to more long-term health outcomes. Three participants spoke of having 
more immediate symptoms of shock, including going pale, suddenly feeling very 
cold, a sudden draining of energy and experiencing their legs going to jelly: 
“I was freezing, just being in shock, like stupid…Like when he was in the 
ambulance and I knew he was safe, when I knew the ambulance men were 
here, I kind of shut down. Like even when they were admitting him, I was 
just standing there like a fool, I couldn’t even talk” (P2, parent) 
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Upon hearing about their family member’s self-harm, two participants felt their 
heart rate increase and began to feel a tightness in their chest, which resulted in 
breathlessness: 
“My heart rate was increased and I’m sure I was trying to regulate my 
breathing…when I came off the phone I was really crying.” (P5, close friend) 
Four participants experienced feelings of nausea and vomiting which often 
continued for weeks after the self-harm. Four participants felt their general health 
worsened after the self-harm. Participants discussed how this worsening of their 
health left them more susceptible to physical illnesses, especially respiratory 
diseases, including bronchitis, pneumonia, colds and influenza. Four participants 
felt there were no long-term adverse impacts to their physical health following the 
self-harm. The three participants who experienced a family member’s multiple 
high-risk self-harm acts or threatened self-harm reported more pronounced 
physical and psychosomatic reactions than those who experienced one self-harm 
act or no further threats of self-harm. Two of the three participants experienced 
severely reduced self-esteem as a consequence of the self-harm. They noted a 
number of reactions, including persistent chest pains and a diagnosis of 
hypertension. For one participant, the onset of the hypertension was estimated to 
have occurred at a time which coincided with the onset of his partner’s multiple 
self-harm acts. This participant feels the stress of his partner’s self-harm acts was a 




“I saw the consultant and he said ‘yes [respondent] you do have high blood 
pressure’…so I said to him, ‘how long do you think I’ve have high blood 
pressure?’ And he goes, ‘oh I would say a couple of years’. So it falls right in 
the period [of partner’s first self-harm act], you know” (P8, partner) 
Psychological responses 
All participants referred to a range of psychological health experiences in the 
immediate aftermath of their family member’s self-harm, including panic, stress, 
shock, anger, numbness, disbelief, fear and anxiety. Three participants found their 
family member after the self-harm and one participant was phoned by their family 
member directly beforehand, informing them of their intention to self-harm, which 
was then followed through. A further participant was informed of the self-harm 
soon after by their family member, which meant they were tasked with contacting 
the emergency services for assistance. This proximity to the event forced many to 
go on autopilot, as they ‘didn’t have time to feel or think anything, as they were just 
focussed on getting her to a hospital’. Often they were ‘frantic’ but were able to 
maintain ‘controlled panic’ until they knew their family member was safe in 
hospital and then went into ‘shutdown mode’. They were often in a ‘state of high 
alert’ in the days and weeks after the self-harm as they were vigilant of their family 
member due to the possibility of a repeat act of self-harm, which may have resulted 
in suicide.  
Due to the “autopilot” response in the immediate aftermath in some cases, 
participants described how it took them some time for the gravity of the situation 
to hit them. In some cases, participants ‘just concentrated on what he needed’, 
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which was often to the detriment of their own needs. Most participants described 
experiencing responses such as low self-esteem, stress, depression, and panic 
attacks in the weeks and months after the self-harm. These responses did not occur 
in isolation; they were often exacerbated by familial discontent and financial 
difficulties. Many participants spoke of experiencing more negative thoughts than 
positive thoughts since the self-harm, which often centred on feeling everything 
was bleak and constantly worrying about their family member.  
No participant reported experiencing suicidal ideation after their family 
member’s self-harm. This may be related in part to the fact that none of the family 
members were presently engaging in self-harm and none had concurrent mental 
health crises. Others spoke of becoming ‘disinterested’ in activities that they would 
have otherwise enjoyed in the months after the self-harm. The three participants 
included in this study who experienced a family member’s multiple high-risk self-
harm acts or threats of self-harm seemed to be distinct when compared to the 
majority who experienced this only once. Their psychological health reactions to 
the self-harm appeared more pronounced than the other participants. Two of the 
three participants spoke at length about experiencing a significant blow to their 
confidence, self-esteem and self-worth as a result of the self-harm, leading to 
feelings of shame, rejection and isolation:  
“I’ve just no desire for actual social interaction…like if the person that you 
think loves you, tries to kill herself, like so many times, it does have an effect 
on your opinion of yourself” (P8, partner) 
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7.4.2 Process of meaning-making 
 
This superordinate theme relates to the experiential process of meaning-making 
that all but one of the participants engaged in after their family member’s self-
harm. Participants often began this quest for meaning by attempting to identify 
factors in their family member’s lives that may have increased the risk or triggered 
the self-harm episode, including being the victim of bullying, not feeling part of 
society and poverty. This superordinate theme has two subordinate themes; 
‘increased understanding of mental illness’ and ‘gaining control of the 
uncontrollable’. The first subordinate theme explores how participants came to 
understand why their family member engaged in self-harm. This process of 
reflection often led to an increased understanding of mental illness and the 
potential reasons behind why someone might engage in self-harm. The second 
subordinate theme relates to how family members grappled with attempting to 
gain control over the self-harm and the situation at large. Many spoke about the 
unpredictable nature of both self-harm and their family member, which often led to 
feelings of fear regarding another potential self-harm episode.  
Increased understanding of mental illness 
Participants’ reactions to the self-harm were inextricably linked to their past 
experiences, including suicide bereavement and own mental health difficulties 
which shaped their response to self-harm. One participant experienced the 
traumatic death of a close relative, where this experience allowed her ‘not to get 
excited [distressed] about the small stuff anymore’. On the night in question she 
was very distressed but when “I saw him the next day…I wasn’t saying ‘what did 
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you do that for?’, I wasn’t emotional then” (P9, partner). Their own experiences of 
mental health difficulties helped participants to respond to their family member 
empathically as they understood that other people outside the family ‘can only 
listen to so much and then they get fed up’ (P6, mother). 
Experiencing a family member’s self-harm brought about an increased 
understanding of mental illness and suicide for five participants. One participant 
spoke about how the characterisation of suicide as selfish is a ‘wilful kind of 
misunderstanding’ because others ‘really don’t understand the pain that somebody 
would be in’. However, this response was sometimes not immediate, with one 
participant responding angrily asking “why would you make us all go through this 
after [other family member’s suicide]”? Once they learned that the motivation for 
the self-harm was that they wanted ‘my pain to stop’, they could no longer ‘be 
angry’ with them. This lived experience of self-harm often brought about a change 
in perspectives of suicidal behaviour amongst some of the family members: 
“I would have had a totally different view of it beforehand to living with the 
experience with it after and I’d have had friends who went through it 
successfully [died by suicide]. I would have always said to myself “God that’s 
such a selfish thing to do” but it’s only when you have front hand experience 
of it that you think “God, it’s anything but selfish”. It’s an act that they’re 
not thinking right and they are doing it for the good of others. That was a 
complete eye opener and I hold that so much more now” (P3, husband) 
Another participant added that self-harm and suicidal ideation should be met with 
compassion, where family members ‘ask the person how can we put out the fire’. 
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Three participants found it difficult to comprehend the self-harm in the months 
after and asked “why did you do it, if it was troubling you, why didn’t you come to 
me, you knew I was here”. They felt most perplexed about how ‘you would think 
things are so bad that you would want to do that’. This lack of comprehension 
persisted even when they were able to identify precipitants to the self-harm, 
including being diagnosed with a mental illness and being victimised. 
Gaining control of the uncontrollable  
Most participants emphasised the unpredictable nature of self-harm, whereby the 
notion that their family member would engage in self-harm or die by suicide was 
‘never on my horizon’ before the attempt. Five participants spoke about their 
uncertainty regarding if their family member would engage in self-harm in the 
future. Many felt they couldn’t completely dismiss the idea that their family 
member would self-harm again. Often, this scepticism was related back to the idea 
that many participants had not anticipated the self-harm in the first instance. This 
helped to fuel feelings of fear: 
“You can’t leave me here [at home] with him…I didn’t want him staying here 
in case I’d find him dead here one day” (P4, sister) 
Five participants strived to gain some form of control over the situation. This feeling 
of wanting to be in control appeared to be driven by intense fear for the safety of 
their family member. This fear often resulted in participants trying to regain control 
of the situation through ‘watching’ and ‘keeping an eye’ on their family member, 
through phone calls ‘to ask if he’s ok’. Given the opportunity, this fear had the 
potential to induce constant rumination about future self-harm: 
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“For a long time, every time he went out on a Saturday night…I’d be very 
worried. If he’s not home by a certain time, it doesn’t matter if I’m in a 
coma, I’ll wake up and I’ll be awake until he gets home…kind of like a 
teenager, ‘oh it’s 3:30am, he should be home soon’. And then I’ll send a text 
‘all ok’?” (P9, partner) 
This fear often dissipated once their family member’s mental health improved after 
seeking professional help. Notwithstanding this, one participant noted how it would 
be ‘unbearable’ if your family member was ‘hell-bent’ on taking their own lives as 
‘every time you walk out your front door, you don’t know what’s waiting for you 
when you come home’. Three participants specifically mentioned coming to some 
form of acceptance that their family member might engage in self-harm in the 
future. Two of the three participants had experienced the multiple self-harm acts of 
their family member. This resignation allowed them to allay their fear of future self-
harm acts. This acceptance appeared to be related to the self-preservation of their 
own mental health: 
“I knew he could have done it at any time. Then I came to believe that if he 
do[es] do it and he’s not caught in time, there’s nothing I can do about it. I 
had to step back then and get on with my life” (P7, father) 
Another spoke about how she ‘wouldn’t be surprised if he did it [self-harm] again in 
the future’ due to perceived vulnerabilities. Others spoke about how ‘that’s one 
thing I don’t know’, regarding if their family member would ever self-harm again.  
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7.4.3 Feelings of responsibility  
 
This superordinate theme has three components; participants described how they 
felt a responsibility to care for their family member who engaged in self-harm, 
while also attempting to adequately care for their own needs. While participants 
felt a certain responsibility to care for their own health, the main purpose of this 
was to ensure they were healthy enough to provide care to other dependents or 
offspring in the family. Therefore, this theme has three subordinate themes; ‘caring 
for self-harm patient’, ‘caring for self’ and ‘caring for self to care for others’.  
Caring for self-harm patient 
This subordinate theme only relates to the siblings in the study. Two of the three 
siblings in the study felt they had to step into the role of a parent after their 
sibling’s self-harm due to the absence of parental figures. One participant spoke 
about how although her mother was physically available, she was not there in an 
emotional capacity to help at the time of the self-harm: ‘the overdose didn’t affect 
my mother at all, it only affected me…she left me deal with the whole lot of it’ 
when ‘it should have been my mother’s responsibility to go to the hospital, not me’. 
She went on to say ‘if anything is wrong, or he needs something done, it’s to me he 
turns to, he rings me’. She described how this time was extremely stressful for her 
as ‘I couldn’t lead my own life’ because ‘my life is on hold to sort out their 
problems’.  
The second sibling described a profound sense of isolation in terms of caring for her 
sibling since their parents died several years ago. The care of her younger sibling 
was initially shared with her brother but this partnership disintegrated when the 
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brother moved abroad, shortly after the self-harm episode. The impact of caring for 
her sibling alone has caused her a significant amount of worry and she felt that she 
experiences more negative thoughts now: 
“Well, my mam and dad passed away a few years ago…so me and my 
brother took him over as foster carers so then after about three years, 
[brother] moved to [X] so I was looking after him then…Every time I think of 
him I wonder what is he doing, what is he up to unless I know he’s with 
[partner] or someone’s above [in the house] with him” (P4, sister) 
Care for self 
Most participants noted adverse changes in their health and social behaviours in 
the weeks and months after the self-harm. This awareness led many to re-examine 
how their health behaviours deteriorated since the self-harm and to proactively 
address this. Eight participants referred to changes in their diet. Two participants 
lost the motivation to cook and prepare meals for themselves or lost their appetite 
because of nausea and vomiting. Losing their appetite induced a sense of anxiety in 
itself, as ‘I couldn’t eat because I was feeling sick’ which ‘was stressing me out’: 
“There were often times that I wouldn’t cook a dinner and I would say just 
go to the chipper today, I’m not in the form to cook…It took me about two 
or three months after [family member’s self-harm] to get back to normal” 
(P1, sister) 
Six participants engaged in comfort eating to cope with the self-harm, both in the 
initial aftermath and in the weeks and months after the self-harm: 
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“I put on a good bit of weight but I lost it again now but there was a bit of 
comfort eating and only at night-time…I’d be eating rubbish [junk food]” (P2, 
sister) 
One participant described how she is generally a non-smoker but felt she needed to 
smoke a cigarette at the time of the self-harm crisis to relieve her stress levels. One 
other participant felt her partner may have smoked more around the time of the 
self-harm as a coping mechanism but couldn’t be sure as she was focussed on 
providing care to her family member. None of the participants interviewed engaged 
in risky alcohol or drug consumption as a means of coping with the self-harm.  
Four participants noted that their sleeping patterns were affected in the weeks and 
months after the self-harm. Two participants explained how their sleep was never 
very good but the self-harm has worsened the periods of insomnia and 
sleeplessness as they worry their family member may engage in self-harm again: 
“It wasn’t that I couldn’t sleep, it’s that I wouldn’t sleep…you’re waiting for 
that phone call all the time, you’re waiting for the guards [police] to knock 
on the door and say that ‘we’ve found him, he’s dead’…you can’t sleep, you 
can’t eat while that’s going on” (P7, father) 
Two participants specifically spoke about how they experienced a significant 
reduction in their physical activity for a time after the self-harm, as they focussed 
all their energy on caring for their family member. One participant described how 
she became disinterested in undertaking household chores because of the burden 
associated with caring for her family member, which affected her physical health: 
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“There might be some things that I don’t want to do, like the housework, I’m 
not in the form for it…it’s only since he went into the hospital…I was getting 
phone calls from the hospital, I was getting calls from his social 
worker…There was often times I could be sitting down having my dinner and 
the calls would come through…and then I would have to leave my dinner 
and talk to them on the phone so my health was going down for a while” 
(P1, sister) 
One participant felt her levels of physical activity stayed the same throughout the 
self-harm crisis, with another participant feeling her levels of physical activity 
improved since the self-harm: 
“Hmm…not for the worst anyway, if anything for the better. I mean, I took 
up the gym and I started running” (P6, mother) 
Caring for self to care for others 
Four participants spoke about how they decided to improve aspects of their lives, 
including their diet, health and social behaviours. The main motivation for these 
participants to strive for this improvement was altruistic, to ensure they maintained 
their own health to enable them to care for other offspring and dependents. Two 
participants who experienced a family member’s multiple self-harm acts spoke 
about the importance of keeping themselves well to enable them to provide care 
for other children or dependents in the family. They spoke about how easily those 
caring for a suicidal family member can ‘end up getting sick...and going on tablets 
or ‘end up dead’ if they do not adequately care for themselves throughout the 
suicidal crisis, leaving them unable to care for other dependents. The basis of this 
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self-care often centred on monitoring and responding to adverse changes to health 
behaviours following their family member’s self-harm. The unpredictable nature of 
their family member’s behaviour may have served as the motivation to keep 
themselves well to provide stability for the children. One participant who 
experienced a shattering of their self-confidence as a result of the self-harm noted 
for a time that they ate ‘more chocolate and more fizzy drinks than I would have 
had before and I think it’s because like I’m not interested in doing anything so I’m 
just going to sit here and eat and drink this stuff’. However, his diagnosis of 
hypertension spurred him into action to improve his health for the sake of his 
children: 
“It’s not just about me. Like okay if I had a mental breakdown fine, no 
problem, but that’s grand if I have no dependents. But I do have 
dependents. Like so I just can’t. So I have to look after my own mental 
health. I’ve got the high blood pressure. I need to do my best for the kids 
and yeah this needs to be part of it, like you know” (P8, partner) 
He went onto explain how he would never consider suicide as he couldn’t leave his 
children to be looked after by his partner, who he feels is too unstable: 
“Something could trigger [partner] again and then where would the kids be? 
...we were so close to not having their mum, you know. And no I wouldn’t. I 
wouldn’t leave them at all. I have dependants, I have responsibilities. Um, 
my life isn’t my life. It’s my kids’ life. So that’s the primary focus of my life. 
You know, me indulging in anything for myself is not an option” (P8, 
partner) 
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The third participant worried about how ‘years of compounded stress’ could 
possibly have a very negative effect on my body over time’. She spoke about how it 
would be around 11:30am/12pm before her partner would ‘get up on Sunday’ 
following his weekly night out with friends. She explained that by the time he gets 
out of bed ‘I’ve done all of the ironing, washing…it can get annoying from time to 
time it has to be said’. She joked ‘I have a child, I have no social life [laughs]’, as she 
felt she was the only one ‘who’s up the following morning regardless and children 
don’t care that you had a good night’. It appeared that her own social life was 
suffering as she had to pick up the slack with regard to her partner’s parental 
responsibilities. It was implied that he couldn’t be fully relied upon due to his health 
status, which left her with the responsibility of being the primary carer of their 
offspring: 
“I put myself on the back burner I think a bit. Because of the heavy 
medication [partner] is on with [physical health problem], he can be a bit 
forgetful. He gets stressed out then when he loses stuff so it’s like I have two 
full time jobs, it’s like I have two children [laughs]. So, I said that’s it, I’m 
looking after myself. I’m a bit run down at the moment, I have a cold and an 
enormous cold sore” (P9, partner) 
The fourth participant who is experiencing ongoing postnatal depression is 
attempting to put on a brave face where ‘she’s working on it’ as she ‘listens to 
positive TED talks’ and reads ‘positive self-help books’ but admits that ‘it’s hard 
most days’. Her main motivation for improving her own mental health is for her 
children. She also spoke about how her son’s self-harm identified perceived 
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weaknesses in her parenting abilities, where she hoped to learn from these 
mistakes to benefit her other children: 
“It made me question more about my parenting than anything else…it really 
made me sit down and go through the way I brought him up so the other 
kids would benefit from that. I would have been very critical so if [son] had 
done something, I’d say “you could do that better”, I would have never 
praised him for the effort…I was very critical obviously, so I’m trying not to 
be with the other kids” (P6, mother) 
7.4.4 Challenges with support network 
 
This superordinate theme relates to participants’ perspectives on the aftercare 
provided both to their family member and to them following the self-harm. Many 
felt that the formal aspects of care provided by the hospital were inadequate. Most 
participants spoke about how neither they nor their family member were followed 
up on by the hospital in the days and weeks after the self-harm. This lack of follow-
up from the formal support services underlined the importance of ongoing informal 
support from family and friends. Therefore, this superordinate theme has two 
subthemes; ‘formal aftercare following self-harm’ and ‘informal aftercare following 
self-harm’. 
Formal aftercare following self-harm 
Due to the high-risk nature of the family member’s self-harm, each family member 
required treatment in hospital. All but one of the participants spoke negatively 
about their experiences in the hospital setting. Many referred to the detached and 
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‘clinical’ approach taken by the health professionals in the hospital. Family 
members wanted the hospital staff to ‘look at the patient, not as another suicide 
attempt’ and ‘see he was part of a family unit, he wasn’t living out on his own, his 
mam and dad were there…they need to be involved’. Being ‘cut out’ of this 
interaction left some participants feeling rejected and responsible for the self-harm. 
Patients ‘felt demoralised’ as they were left on trolleys and family members ‘felt 
disappointed’ that there was no ‘comfort and reassurance’ by the hospital staff. 
While participants acknowledged that the ‘[Irish] health system is in chaos’, they 
did not feel this was a valid excuse to ‘alienate people’. Conversely, one participant 
felt that the hospital was ‘great’ and that the staff were ‘doing more than the best 
they can’.  
Five participants specifically spoke about how the formal aftercare for 
themselves and their family member was lacking following their discharge from 
hospital. They described how no one ‘followed up’ with them after their family 
member was discharged from hospital and one participant felt that someone from 
the hospital should ‘call in’ and check on them as ‘it’s very easy to lie down [over] 
the phone’ regarding their progress and mental health. There was also ‘very little 
help’ available for those who engaged in self-harm ‘even if she was willing to pay, 
and she was…it just wasn’t there’. Conversely, one participants described how 
‘there’s no support there at all…there was for [person who self-harmed] but not for 
us at all’. Another felt that the in-patient psychiatric services in the area were 
‘disgraceful in the way it’s understaffed’.  
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It appears that the provision of mental health services differed by 
geographical area, with some areas having superior standards of care than others, 
while some psychiatric hospitals ‘were like something out of a 1940s horror movie’ 
compared to others around the country which were like ‘holiday home[s] in 
comparison’.  Particularly, participants found it distressing that there was no one to 
explain what self-harm was or explain to them what was happening with their 
family member as ‘doctors would never talk to us, never call us out’. Being cut out 
of the interaction between the hospital staff and their family member left some 
feeling like they were ‘to blame’ because they were perceived as ‘bad parents’. 
While eight of the nine participants felt that aspects of the hospital service 
were grossly lacking, seven expressed positive experiences with other formal 
supports, including the prison service, the police force, social workers, GPs, support 
services and counsellors. The positive support provided by them was even more 
crucial considering the lack of support received at the hospital. One participant 
highlighted how police arranged for their family member to be admitted to a 
psychiatric ward ‘two hours later’ as ‘the guards can get them in you see’. Without 
the presence of the police, this would have been difficult for the participant to 
achieve on their own. The personable approach taken by a social worker assigned 
to a participant’s family member was also very much appreciated:  
“She told us everything that he could or couldn’t do…as he [self-harm 
patient] wouldn’t tell you nothing [sic]” (P4, sister) 
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Two participants who had experienced a family member’s suicide previously 
spoke about how they understood how someone would engage in self-harm and go 
on to take their own lives due to the inadequacy of the hospital and health services. 
Both felt their family member slipped through the cracks of the support services 
and were not prioritised as high-risk when they presented themselves to the health 
services. This tainted or ‘coloured’ their views of the health services: 
“I was thinking about [family member’s] experience…he went to the A&E 
two Monday nights running and didn’t stick around to be treated…and I’m 
going Jesus well I wouldn’t blame him…and as I say, that maybe coloured my 
own view, you know” (P5, close friend) 
Informal aftercare following self-harm 
Most participants felt at least partially unsupported by family and friends after the 
self-harm. Participants spoke about how the self-harm ‘affected me for ages 
afterwards’ but described how ‘there was no one to talk to’ as often other family 
members didn’t understand the self-harm. In some instances, they chose to confide 
in close friends as some family members had ‘old-fashioned’ views of self-harm and 
felt people experiencing mental health difficulties needed to ‘chin up’. Sometimes 
they chose to conceal the self-harm from other family members and friends due to 




“His mother doesn’t know, my parents don’t know that it happened…I 
wouldn’t want to upset my own parents and because [partner’s] father was 
ill and his mother, she could do without that…It’s different saying it to 
somebody I don’t know but I’d be worried they would make a judgement on 
him” (P9, partner)  
Some felt they ‘can’t go into a lot of detail’ about the self-harm to friends because 
‘you have to see them every day…or on a regular basis’. This sense of isolation was 
further compounded by the lack of support from other family members. One 
participant described how his own family are ‘a close family unit’ and that he 
wanted to keep his partner’s self-harm ‘within the family’. However, some 
members of his partner’s family broke this confidentiality and told others outside of 
the family about the self-harm which left his partner ‘so upset’ and ‘so let down’. 
Participants acknowledged that it felt ‘good to talk about it because I can’t talk 
about it to anyone really’ as other family members ‘will break down in a ball of 
tears if I mention the first thing about it to her’. This pro-active facilitation of 
support, through contacting those who have experienced a family member’s self-
harm is crucial, especially when informal supports are absent or inadequate: 
“I’m not supported enough…I’m doing all the supporting…I had two 
operations…after the operation I came home but not a phone call from my 
mother or from [brother] to say how are you…I had nobody to support me, 
it was only when Celine [researcher] got in contact with me…” (P1, sister) 
Notwithstanding this, participants often felt that aspects of the informal support 
they received from family and friends was helpful and described that they were 
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‘lucky’ to have this support. One participant spoke particularly about the 
importance of finding ‘people that understand’. Often family and friends were 
proactive in their attempts to help, which was often valued particularly in the 
immediate aftermath of the self-harm:  
“I rang my sister around 5:30am and she came in and she was great…she has 
experience talking to guards [police] and talking to hospitals so I think she 
shielded some phone calls and stuff from me” (P3, partner)  
7.5 Discussion 
 
This study is the first to explore the psychological, physical and psychosomatic 
impacts of a family member’s high-risk self-harm. Four superordinate themes were 
identified from the data; (1) implications for health and wellbeing; (2) process of 
meaning-making; (3) feelings of responsibility and (4) challenges with support 
network. Participants were those who experienced a family member’s high-risk self-
harm. The first theme relates to how participants’ health and wellbeing was 
affected following their family member’s self-harm. They often experienced panic, 
shock, disbelief, fear, anxiety, nausea and vomiting. Sometimes these initial 
reactions extended to experiencing persistent chest pains, hypertension, 
depression and loss of self-esteem following the self-harm episode. The second 
theme relates to how experiencing a family member’s high-risk self-harm forced 
the majority of participants to attempt to understand why they self-harmed and 
what factors may have contributed to it.  
 The third theme describes how participants felt a strong responsibility to 
care not only for their family member’s health and wellbeing but also their own. 
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This motivation to care for their own health was altruistic as they wanted to keep 
themselves in good health to ensure they could provide care for other dependents 
in the family. Finally, the fourth theme relates to the formal and informal care, or 
lack thereof, provided to their family member and to themselves after the self-
harm episode. Specifically, the lack of aftercare for participants and their family 
members brought about a sense of isolation, where participants’ health behaviours 
were adversely impacted in the short term as they were forced to deal with the 
self-harm episode on their own. Therefore, we found that participants were 
severely affected, in terms of their psychological, social and physical functioning 
following a family member’s self-harm episode. 
Previous research has largely focussed on the psychological responses of 
parents to their child’s self-harm [122, 125, 131]. However, this study addresses a 
gap in the literature by specifically focusing on both the psychological and physical 
health impact of high-risk self-harm on a variety of kinships, including parents, 
siblings and partners. Participants’ initial reactions to the self-harm included panic, 
stress, shock, disbelief, fear and anxiety which have also been reported in previous 
qualitative studies [122, 125, 131]. Participants often described feeling fearful that 
their family member would engage in self-harm again if another crisis developed, 
which was found in previous studies [121, 122]. Finally, the physical and 
psychosomatic sequelae identified by this study, including nausea, vomiting, chest 
pains, insomnia and loss of appetite, mirrored those found in other studies [122, 
126]. 
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While the current findings related to psychological health impacts align with 
previous work, the findings of the current study related to participants’ health more 
broadly raise several questions regarding experiencing the suicidal behaviour of a 
family member. Firstly, the results indicate that experiencing a single incident of 
self-harm may be, at least, qualitatively different to experiencing repeated self-
harm of a family member. The scant research that has been conducted on 
experiences following a family member’s self-harm has not explicitly explored if 
experiences diverge for those whose family member has self-harmed once or 
multiple times. Instead, the research on this topic has sometimes included those 
who  experienced multiple self-harm acts but the severity of these acts varied [122] 
or those who experienced either the self-harm or suicidal ideation of a family 
member [131]. Those experiencing a family member’s self-harm, regardless of the 
number of self-harm acts, are at significantly increased risk of engaging in self-harm 
themselves and dying by suicide [27, 29, 36, 133, 138, 176]. Further research is 
required to examine prospectively whether experiencing multiple self-harm acts is 
more detrimental to family members than a single act, especially in terms of self-
esteem and wellbeing. The presence of low self-esteem has been shown to be a 
predictor of suicidal ideation, after controlling for depression and hopelessness in 
outpatient psychiatric patients [321]. Therefore, this research further suggests the 
importance of considering impacts to self-esteem when examining the negative 
impact of a family member’s high-risk self-harm.   
  Participants in the present study spoke about how they were excluded from 
the interaction between the hospital and their family member. They spoke about 
how this brought about feelings of responsibility, self-blame and left them isolated 
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and unsure how best to support their family member. This exacerbated 
psychological and physical responses such as panic, stress, anxiety, nausea and 
vomiting. A potential solution to reducing their risk of suicidal behaviour and other 
negative health consequences is to involve family members in the treatment and 
care of people who self-harm. A recent review concluded that there is growing 
evidence of the importance of including families in the management of adolescent 
self-harm [322]. The inclusion of family members in interventions of intermediate 
duration reduced suicidal behaviour, self-harm and suicidal ideation in those who 
have engaged in self-harm [167, 322]. The inclusion of family members may also 
promote better engagement with psychiatric services for the person engaging in 
self-harm [322]. The current study indicates that the benefits of involving family 
members in the care of people who self-harm may go some way in preventing 
adverse physical, psychosomatic and psychological responses in family members.  
The plethora of adverse mental, physical and psychosomatic health 
reactions following a family member’s self-harm such as anxiety, depression, panic 
attacks, nausea, vomiting, hypertension and a worsening of general health are 
strikingly similar to those who have experienced suicide bereavement [302, 303]. 
However, PTSD symptoms, including nightmares, flashbacks, visions and memory 
loss were more frequently reported by the suicide-bereaved compared to people 
experiencing a family member’s high-risk self-harm. Other differences in grief 
responses between the two groups included the suicide-bereaved expressing 
feelings of guilt, self-blame, anger and stigmatisation. A small number of 
researchers have hypothesised that the impact of self-harm on the family is similar 
to experiencing suicide bereavement, although the intensity of emotions appears to 
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be attenuated in those experiencing self-harm [131, 323]. This is not surprising 
given that people whose family member has self-harmed have not yet experienced 
a loss through death, but rather may be experiencing anticipatory grief. 
Anticipatory grief can be defined as an expectation of a significant impending loss 
or death [324]. While fully accepting that a death has occurred for suicide-bereaved 
family members may take some time, the outcome is indisputable. However, for 
people experiencing a family member’s self-harm, they may have been 
experiencing anticipatory grief, owing to the uncertainty of their family member 
surviving the self-harm. Indeed, anticipatory grief may be present indefinitely for 
this group as they consider whether their family member will engage in further self-
harm acts or take their own life in the future. While previous self-harm is the 
strongest risk factor for suicide, only 1 in 25 people who present to hospital 
following self-harm will die by suicide in the following five years [24]. Therefore, the 
majority of people engaging in self-harm will not go on to take their own life. This 
leaves people experiencing a family member’s self-harm in a unique position of 
constant ambiguity about whether they will engage in self-harm in the future. It is 
this uncertainty that differentiates the trajectory of the suicide-bereaved to people 
experiencing a family member’s high-risk self-harm.  
Previous qualitative research has noted that people experiencing a family 
member’s self-harm sometimes go through a grieving process, which is often 
present during the initial reactions to the self-harm [126]. Sometimes people are 
grieving for the psychological torment their family member is enduring [130, 325]. 
The grieving experienced following a family member’s self-harm may be somewhat 
similar to, and evoke comparable health effects, to suicide bereavement. Therefore, 
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it may be the case that these two groups have more similarities than differences, 
especially with respect to health outcomes experienced.  
7.5.1 Strengths and limitations 
 
There were some limitations to this qualitative study. The study was limited to a 
convenience sample of participants whose family member presented to a hospital 
in Cork City or County following high-risk self-harm. Even though a limited 
convenience sample was used, the methodological approaches, including data 
collection and analysis, provided insight into experiencing a family member’s high-
risk self-harm. All participants were Caucasian and therefore the experiences of 
those from ethnic minorities are lacking in this study. The time elapsed since the 
self-harm varied between the participants, with a mean time of 21 months (range: 
14-27 months). Therefore, the results of the study may differ if the length of time 
since the self-harm was similar across all participants. There is also potential self-
selection bias as those who chose not to be interviewed a second time (25%) may 
be experiencing quite negative or positive outcomes that have been missed as they 
did not engage with the research process. Participants for this study were recruited 
from a larger case-control study, where those who engaged in high-risk self-harm 
were interviewed to understand the risk factors associated with this behaviour. At 
the end of this interview, participants were asked to nominate a family member 
who could be contacted to take part in a collateral interview. Uptake for this initial 
interview was relatively low, at around 36% for those with fully completed 
interviews who were able and willing to nominate a family member. Therefore, the 
pool of participants to sample from for this study was limited. There are a number 
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of possible explanations for the low uptake of family informant interviews; those 
who engaged in high-risk self-harm may not have wanted their family member to 
know about the self-harm and therefore would not have nominated a family 
member; a family member may not have been nominated due to familial conflict; 
and a family member may have been nominated but chose not to take part, 
possibly due to experiencing adverse health experiences or experiencing shame or 
stigma following the self-harm. Notwithstanding this, the present study had several 
strengths; it is the first qualitative study to address the physical, psychosomatic and 
psychological health impact of those experiencing a family member’s high-risk self-
harm. Previous studies have been limited by including only one kinship; the current 
study included a variety of kinships, which provides a range of familial perspectives 
following a relative’s self-harm. Finally, this study included both high-risk self-harm 
that was determined by the use of a combination of the self-harm method and a 
clinical impression of suicidal intent. Participants with highly lethal self-harm and 
low suicidal intent, as well as those with a low lethality self-harm method and high 
suicidal intent were included. This is consistent with the published literature that 
indicates that suicidal intent scales are not a good predictor of suicide risk [326]. 
Therefore, this comprehensive eligibility criteria ensures the credibility and 
transferability of people experiencing a family member’s high-risk self-harm, either 
in terms of the lethality of the method or intent. Therefore, future research should 
mirror this approach, especially given that none of the intent scales have any 





Participants who experienced multiple high-risk self-harm acts of their family 
member described more marked adverse health reactions and psychological 
consequences, including persistent chest pains, hypertension and reduced self-
esteem compared to those experiencing a single self-harm act. Healthcare 
professionals can help to ameliorate this negative experience by proactively 
engaging with family members who have experienced high-risk self-harm and 
helping to facilitate formal support services, including counselling and 
psychotherapy.  Longitudinal studies are required to establish specific risk factors 
associated with adverse health outcomes after experiencing multiple self-harm acts 
of a family member. The importance of involving family members in the care and 
treatment of a person who self-harms is crucial. This involvement may also 
potentially offset the negative health sequelae experienced by family members 











Chapter 8. Discussion 
 
8.1 Chapter overview 
 
This chapter will provide a summary of the main findings of this research, along 
with an in-depth interpretation of the research outcomes, and discussion of the 
overall strengths and weaknesses of the research conducted as part of this thesis. 
The theoretical, health policy and clinical implications of this thesis will then be 
presented. Suggestions for future research will be discussed, followed by 
concluding remarks. The central aim of this doctoral thesis was to examine the 
individual impact of fatal and non-fatal suicidal behaviour on family members in 
Ireland, using a mixed methods approach. This is the first study to not only explore 
and examine the psychological health impacts but also addressing the physical and 
psychosomatic health impacts of experiencing a family member’s suicide or high-
risk self-harm in Ireland. It is also the first to explore suicide-bereaved family 
members’ experiences of the inquest in Ireland.  
8.2 Summary of main findings 
 
A summary of the main thesis findings are given in Figure 10 and are outlined 
















Study 1: Physical and 
psychosomatic health 
outcomes following 
suicide bereavement:  
A systematic review  
Study 2: What are the 
physical and 
psychological health 
effects of suicide 
bereavement on 
family members? A 
mixed methods study 
Study 3: How suicide-
bereaved family 
members experience 
the inquest process: 
A qualitative study 
Study 4: How do people 
experience a family 
member’s high-risk self-
harm? An interpretative 
phenomenological 
analysis 
Mixed results – 
tentative evidence to 
support association 
with adverse physical 
health outcomes.  
Adverse health 
experiences exacerbated 
by lack of support 
services –  
Proactive facilitation of 
support crucial. 
Inquest experienced as 
traumatic, 
exacerbating grief and 
health reactions – Prior 
explanation of process 
crucial. 
Participants’ 
experiences similar to 
suicide-bereaved – 
Involving family in 
treatment of self-harm 
patient is crucial. 
Figure 10: Overview of thesis findings 
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Overall, the findings of this thesis are consistent with a number of theoretical 
models and frameworks, including the social ecological model [192], the growing 
flower model of reintegration after suicide [193], complicated grief [217, 244, 309, 
310], the dual process model of coping with bereavement [308] and theories 
related to PTSD. As inferred from the social ecological model, the immediate family 
and close friends of the deceased are impacted first and foremost by suicide. Family 
members in the current study described intense acute psychological, physical and 
psychosomatic symptoms in the initial aftermath of the death.  For the purposes of 
this research, psychosomatic symptoms were defined as subjective physical 
complaints (e.g. headache, stomach-ache, backache, dizziness) and psychological 
complaints (e.g. feeling low, irritability, nervousness, difficulty in getting to sleep) 
without any known organic disease [53]. These adverse health reactions included 
hypertension, diabetes, COPD as noted in the systematic review (Chapter 3). 
Additionally, other negative health consequences noted in the mixed methods 
study (Chapter 5) include depression, anxiety and PTSD symptoms. Other health 
reactions included emotional nausea, vomiting, numbness and a sense of disbelief 
that their family member was dead (Chapter 5). Some family members described 
trying to carry on as normal in the days after the death, primarily owing to a sense 
of unreality about the suicide. This initial avoidance in the aftermath of the death 
sometimes extended to family member’s avoiding people, places or things that 
triggered painful memories of the deceased. Grief-related avoidance behaviour in 
people with complicated grief is driven by the intention of avoiding painful 
memories of the deceased. However, this avoidance can lead to further functional 
impairment in the bereaved [309]. Meaning-making is the last stage for 
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reintegration after suicide bereavement, as described in the Growing Flower Model 
[193]. Meaning-making consists of personal growth and identity changes, where 
sometimes the bereaved question the role or identity they had prior to the death. 
The results of this study also indicate that people experiencing a family member’s 
high-risk self-harm also go through a process of meaning-making, particularly with 
regard to the events prior to and the motives underlying the self-harm act. They 
may also experience anticipatory grief [324], given the unpredictability of whether 
their family member will engage in self-harm or die by suicide in the future. Results 
from Chapter 7 indicated that people experiencing a family member’s high-risk self-
harm engaged in a quest for meaning whereby they attempted to identify potential 
triggers for the self-harm, including poverty, unemployment or being bullied.  
Suicide-bereaved family members described disturbed sleeping patterns, 
including nightmares and visions of the deceased. Sometimes, these images related 
to finding their family member’s body. These flashbacks are notable features of 
PTSD, where the individual feels they are reliving the trauma [327]. Following on 
from this, suicide-bereaved participants displayed a number of aspects of 
complicated grief, including an intense yearning for the deceased [244]. This 
preoccupation interfered with appetite, diet, physical activity and generally 
reconstructing life after the death. Therefore, according to the dual process model 
of coping with bereavement, some of the family members failed to oscillate 
between loss and restoration-orientated coping [308].  
 The results of the qualitative study on the impact of the inquest on suicide-
bereaved family members indicated that aspects of the coronial process were 
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sometimes viewed as distressing, intimidating and traumatising (Chapter 6). 
Aspects of the inquest that were particularly stressful included the formal aspects 
of process, including hearing graphic evidence, having to give evidence in a witness 
box and having the inquest open to the public. According to the dual process model 
of coping with bereavement, bereaved family members initially experience loss-
orientated coping, which often involves ruminating about the circumstances of the 
death and yearning for the deceased. Loss-orientated coping involves the 
processing of the loss [308]. Some family member’s described the timing of the 
inquest to be inappropriate – this may be related back to the stage of grief they are 
in, where they may be still coming to terms with the death. Aspects of the inquest, 
such as hearing graphic evidence about the deceased, including autopsy reports, 
may trigger or maintain existing PTSD symptoms [327] in vulnerable family 
members who are reliving the death through intrusive images.  
 While the health symptoms described by participants experiencing a family 
member’s self-harm were attenuated in comparison to the suicide-bereaved, they 
still had marked health reactions. Their initial symptoms mirrored the reactions 
experienced by the suicide-bereaved, including disbelief, shock, guilt and sadness. 
While the majority of participants felt their family member had recovered and was 
no longer experiencing suicidal ideation or engaging in self-harm, none were 
confident in assuming their relative would never self-harm again. As such, family 
members were still concerned about the prospect of a future self-harm act. The 
theory of anticipated grief [324] may best describe this sense of foreboding, where 
one anticipates either further fatal or non-fatal suicidal behaviour. The findings in 
Chapter 7 corroborate aspects of the theory of anticipatory grief [324] given that 
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family members were constantly on high alert waiting for the next self-harm 
episode. Additionally, participants felt there was always a possibility their family 
member may engage in self-harm in the future, especially if confronted with 
stressful life circumstances.    
8.2.1 Systematic review of health outcomes and suicide bereavement 
 
The first study was a systematic review which examined the physical and 
psychosomatic health outcomes in people bereaved by suicide compared to people 
bereaved by non-suicide deaths (Chapter 3); this was the first review to examine 
this topic. The review found tentative evidence to support the association between 
suicide bereavement and some adverse physical health outcomes, including 
diabetes and hypertension [303]. However, there were some inconsistencies, with 
seventeen studies finding no association between the studied exposure and 
outcome. No significant association was found for an increased risk of adverse 
psychosomatic health outcomes in those bereaved by suicide. However, a large 
proportion of included studies had methodological limitations, including selection 
bias, small sample size and failing to control for potential confounding factors.  
Findings were mixed with regard to healthcare utilisation among suicide-
bereaved family members [39, 97]. Therefore, it is unclear whether their need for 
healthcare is different from people bereaved by non-suicide deaths, or whether 
grief and stigma affects help-seeking [58, 109, 244]. Healthcare utilisation as a 
measure of health status is not without bias. Research in Ireland indicates that 
when standardised by age, sex and location, GP and prescription services tend to be 
‘pro-poor’, where they are used more frequently by people with lower incomes for 
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a given health status. Additionally, the use of GP services is largely driven by such 
enabling factors as having a medical card. Having a medical card results in 
additional visits to the GP and also higher number of days spent in hospital. 
Furthermore, by removing financial barriers to health services in Ireland, the 
research indicate that this is likely to increase demand for both inpatient and 
outpatient services. In summary, it is important to be cognisant of the nature and 
content of healthcare utilisation as opposed to just relying on the frequency of 
visits [328, 329].  
The findings of this study demonstrate that family members reported that 
their physical health was negatively impacted by experiencing suicide bereavement. 
However, this change in physical health cannot be solely attributed to the suicide, 
especially considering the inherent difficulties in establishing a temporal 
relationship between the exposure to suicide and the outcome. Regardless of the 
temporality of the outcomes, this impact should be considered by clinicians in 
addition to assessing psychological wellbeing. Further longitudinal controlled 
studies are required as many of the studies included in the review had 
methodological limitations, such as neglecting pre-bereavement health, 
heterogeneous control groups and small sample size.   
8.2.2 Mixed methods protocol and full outcomes study  
 
The second study comprised a mixed methods protocol (Chapter 4) and mixed 
methods outcomes study (Chapter 5) to explore and examine the physical and 
psychological health effects of suicide bereavement on family members. The health 
impact of suicide bereavement, identified in the systematic review (Chapter 3), was 
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explored in greater depth as part of the qualitative component of the mixed 
methods study. The findings from the quantitative component of the study 
highlighted that a significant minority of suicide-bereaved family members 
experienced elevated levels of depression, anxiety and stress, which supported 
findings from the United States [85, 293], Canada [82], the United Kingdom [294] 
and Sweden [213]. The qualitative component of the study corroborated these 
findings while providing the unique exploration of the physical and psychosomatic 
health experiences and support service needs of family members experiencing 
suicide bereavement. In contrast to the systematic review findings (Chapter 3), the 
qualitative aspect of this study provided indications that those bereaved by suicide 
experience adverse psychosomatic health outcomes, in addition to physical health 
problems. It is therefore recommended that clinicians have a greater awareness of 
not just adverse psychological health effects but also physical and psychosomatic 
health sequelae associated with suicide bereavement, while also proactively 
facilitating support for people experiencing suicide.  
8.2.3 How do suicide-bereaved family members experience the inquest process? 
 
The third study explored family members’ experiences of the inquest process 
(Chapter 6), which so far has been addressed in a limited way in Ireland and has 
also rarely been explored in the international context, with two notable exceptions 
[106, 107]. Evidence from this qualitative study indicates that family members 
bereaved by suicide in Ireland find aspects of the inquest process distressing. These 
included the public nature of the inquest, timing/setting of the inquest, hearing 
graphic evidence about their own or someone else’s family member and having to 
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give evidence. These findings have been corroborated by the limited research 
conducted previously [106, 107]. A particularly relevant finding from this study was 
that many family members spoke of an intense dread of the inquest in the months 
beforehand, due to a lack of knowledge about what the inquest entailed and its 
associated procedures and processes. This novel research underlines the 
importance of adequately of providing information about the inquest to suicide-
bereaved family members in the months beforehand to relieve this apprehension 
and anxiety.  
8.2.4 How do people experience a family member’s high-risk self-harm? 
 
The impact of experiencing a family member’s self-harm, especially in terms of the 
potential impact on health has rarely been explicitly explored. In Chapter 7, it was 
reported that people who experienced a family member’s high-risk self-harm 
encountered a range of negative health implications, including nausea, vomiting, 
and increased heart rate. This study also found that participants who experienced 
multiple high-risk self-harm acts of their family member described more marked 
adverse health reactions and psychological consequences, including hypertension 
and reduced self-esteem compared to those experiencing a single self-harm act. A 
particularly interesting finding was the striking similarities between the negative 
health outcomes experienced by individuals following a family member’s high-risk 
self-harm and experiencing a family member’s suicide (Chapter 3 and 5), including 
nausea, vomiting, breathlessness and hypertension. Some researchers have also 
noted that the health impact of a family member’s self-harm may be similar to the 
impact of suicide [131, 323], but further longitudinal research needs to be 
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conducted to provide further confirmation of this hypothesis. Therefore, involving 
family members in the care of a self-harm patient may be important to reduce the 
likelihood of further self-harm acts, while also helping towards ameliorating some 
of the negative health sequelae experienced by family members.   
8.3 Theoretical implications 
 
This is the first study in Ireland to examine the health impact of experiencing a 
family member’s suicide or high-risk, using a mixed methods approach. The 
systematic review (Chapter 3) highlighted the increased risk for certain adverse 
health outcomes among suicide-bereaved family members. Several health 
outcomes identified by the systematic review were strikingly similar to the impacts 
described in the mixed methods study of family member’s experiencing suicide 
(Chapter 5) and the qualitative study of people experiencing a family member’s 
high-risk self-harm (Chapter 7). Both groups were similar with respect to mental 
and physical health impacts, including anxiety, depression, panic attacks, nausea, 
vomiting, hypertension and a worsening of general health. Several researchers have 
hypothesised that the impact of experiencing a family member’s self-harm is similar 
to experiencing suicide bereavement, however, the intensity of such reactions is 
moderated in people experiencing a family member’s self-harm [127, 131, 323]. 
This is also corroborated by the thesis research findings. Therefore, this doctoral 
thesis provides evidence that the effects of a family member’s suicide or high-risk 
self-harm are broadly similar, especially with respect to initial reactions to the 
suicide/self-harm and the subsequent psychological and physical health 
implications. There were also similarities with respect to the lack of formal and 
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informal supports for both groups. This particularly underlies the importance of 
proactively facilitating support for people experiencing a family member’s fatal or 
non-fatal suicidal behaviour, as overwhelming grief reactions are one of the main 
barriers to help-seeking for people bereaved by suicide [56, 282]. The potential 
mechanisms underlying this similarity need to be addressed in future research.  
8.4 Health policy implications  
 
Ireland’s economic recession and subsequent austerity (2008-2012) measures have 
had a significant negative impact on suicide rates in men and hospital-treated self-
harm in both sexes [16]. The Irish government has responded to this public health 
concern through the development and their committed to the Connecting for Life 
strategy, which is the national response to reduce suicide in Ireland [330]. This 
research provides an evidence base for the Connecting for Life actions, in particular, 
Action 4.3: “Improve the uniformity, effectiveness and timeliness of support 
services to families and communities bereaved by suicide”. Through semi-
structured interviews with families experiencing suicide bereavement and high-risk 
self-harm, this research provides insight into the availability and accessibility, or 
lack thereof, of support services in Ireland.  
Connecting for Life has also emphasised the importance of targeted 
approaches for those vulnerable to suicidal behaviour [330]. It notes that priority 
groups include people bereaved by suicide, those experiencing health problems and 
those from minority populations. The strategy also sets out to reduce suicidal 
behaviour and improve mental health in these priority groups, while enhancing 
accessibility and care pathways for people vulnerable to suicidal behaviour [330]. 
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This thesis has operated in accordance with these aims in a number of ways; each 
person bereaved by suicide or who experienced a family member’s high-risk self-
harm who was contacted for this research was proactively offered facilitation of 
support. In total, 44% of the suicide-bereaved group took up the offer of facilitation 
of support at the follow-up interview, which was on average 27.3 months after the 
death. Of those experiencing a family member’s high-risk self-harm, 22% took up 
the offer of support at the follow-up interview. These figures highlight that these 
groups, especially the suicide-bereaved group, still require support even in excess 
of two years post-death/post-self-harm. Additionally, due to the familial 
transmission of suicidal behaviour [27, 133, 176], both groups are at increased risk 
of engaging in suicidal behaviour themselves, which further underlines the 
importance of proactively engaging with this group and providing access to 
supports where necessary. This thesis complements the national policy by providing 
a model and impetus for intervening with family members of those who self-harm 
or die by suicide. 
8.5 Implications for clinical practice and suicide prevention 
 
The findings of this doctoral thesis have several important clinical implications for 
GP’s, psychologists, psychiatrists, counsellors and front-line hospital staff. Broadly 
speaking, people experiencing a family member’s fatal or non-fatal suicidal 
behaviour have a range of psychological, physical and psychosomatic health needs 
that are intertwined with complex reactions to the suicidal behaviour, including 
feelings of anger, guilt, blame, stigma and isolation. The co-occurrence of strong 
emotional reactions and health impacts led to the exacerbation of mental and 
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physical health problems, including suicidal ideation, self-harm, PTSD, diabetes and 
hypertension. However, dealing with mental health issues remains a considerable 
challenge for GPs, given challenges in detection and deciding on the best course of 
treatment and whether this is readily available for the patient [331]. 
Furthermore, it is important for clinicians to be aware that people 
experiencing a family member’s self-harm have similar, if somewhat less severe, 
health impacts to people bereaved by suicide. Both groups have expressed 
disparities with respect to formal supports, particularly. Therefore, it is 
recommended that clinicians proactively facilitate support for affected individuals 
to alleviate some of the associated negative health and social impacts of familial 
fatal and non-fatal suicidal behaviour. One possible form this proactive facilitation 
of support may take is contact from an individual’s GP with a Suicide Crisis 
Assessment Nurse (SCAN). The SCAN service aims to provide GPs with support in 
relation to patients who present to them with suicidal ideation or self-harm. The GP 
has access to a single mobile telephone number that links them with the SCAN 
service which facilitates prompt referral of the patient, if required. Following this, 
the SCAN arranges to meet the patient in the GP surgery in the following days to 
undertake a full bio-psychosocial assessment. A care plan is agreed and aims to 
provide the patient with support to enable long term stability. In the same vein, if 
coroner liaison officers operated in Ireland, they could serve as the initial point of 
contact for both issues related to the inquest process, but also by acting as a 
gatekeeper to facilitate access to formal supports if required.  
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A number of family members experiencing both fatal and non-fatal suicidal 
behaviour reported that their sleeping patterns were disturbed not just in the 
immediate aftermath but also in the months after the suicide/self-harm act. Recent 
research indicates that individuals who experience sleep problems are at an 
increased risk for suicidal thoughts and behaviours [332-335]. They also spoke of 
experiencing other sleep disturbances, including visions and nightmares. 
Nightmares specifically are directly related to suicidal thought and behaviours, and 
this association is independent of psychopathology and comorbid insomnia [336-
338]. This, together with the heightened risk of suicide in both groups [36, 138], 
underlies the importance of clinicians recognising and responding to sleep 
disturbances and insomnia in family member’s experiencing fatal or non-fatal 
suicidal behaviour. Following on from this, a small number of participants who 
experienced a family member’s suicide or high-risk self-harm endorsed suicidal 
ideation or behaviour themselves, with one person engaging in a high-risk self-harm 
act themselves. The participants who had suicidal thoughts were bereaved by 
suicide. The prevailing motivation for their suicidal behaviour was to escape the 
emotional pain they were experiencing and an intense motivation to reunite with 
their deceased loved one. These findings reinforce the importance of proactively 
facilitating support for people experiencing a family member’s suicide or high-risk 
self-harm.  
8.6 Future research 
 
This thesis has systematically identified some of the negative health outcomes and 
reactions following a family member’s suicide or high-risk self-harm, including 
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depression, anxiety, diabetes, hypertension, COPD and CVD (Chapter 3, 4, 5, 6, 7). 
However, much of the research used self-report measures of physical health, which 
are subject to recall bias. Therefore, it is recommended that future research uses 
objective measures of physical health, such as GP or hospital records, or 
ambulatory measurement, for physical and psychosomatic health outcomes. The 
use of objective measures of physical health should not be restricted to 
quantitative studies but would also make a significant contribution to mixed 
methods research. The majority of the studies included in the review did not 
control for pre-bereavement functioning, which may be a potential confounding 
factor. Future research should take this into account. Appropriately controlled 
longitudinal studies specifically examining physical and psychosomatic health 
outcomes following suicide bereavement need to be conducted. The systematic 
review did not find any study with a significant association between psychosomatic 
health outcomes and suicide bereavement. Research from the interviews with 
people experiencing suicide bereavement (Chapter 5 and 6) and a high-risk self-
harm (Chapter 7), indicated that psychosomatic health problems are an issue for 
both groups. Consequently, it is possible that the current measures used to identify 
psychosomatic health problems in quantitative research are not sufficiently valid. 
Therefore, it would be important to consider the value of qualitative research in 
enhancing quantitative measures to assess psychosomatic health problems.  
The qualitative research conducted for this thesis indicates that negative 
health outcomes can be worsened and exacerbated during the months before and 
during the time of the inquest (Chapter 6). A larger qualitative study could explore 
how family members bereaved by non-suicide deaths experienced the inquest 
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process. This is important as research suggests that people bereaved by sudden 
unnatural death experience elevated shame and stigma scores compared to people 
bereaved by sudden natural death [91].  
Furthermore, the scientific literature indicates that stress has a direct 
impact on health, through autonomic and neuroendocrine responses, but also 
indirectly through health behaviours [339]. While the current research indicates 
that experiencing a family member’s suicide (Chapter 3 & 5) or high-risk self-harm 
(Chapter 7) produces similar health reactions, the exact mechanisms underlying this 
remain unclear. Furthermore, the qualitative research on experiencing a family 
member’s high-risk self-harm (Chapter 7) provides preliminary evidence that 
experiencing multiple high-risk self-harm incidents produces worse health 
responses than experiencing one high-risk self-harm act. However, there is no 
research specifically examining this; therefore, quantitative studies are required to 
examine health outcomes encountered by family members experiencing a single 
act of high-risk self-harm versus multiple acts of high-risk self-harm. 
8.7 Strengths and limitations 
 
This section provides a summary of the strengths and limitations of this doctoral 
thesis overall. The strengths and limitations of each of the individual studies have 
been acknowledged and addressed in the relevant chapters. 
This doctoral thesis has a number of strengths. The concepts for the evaluation of 
quality in qualitative research, including reflexivity, meta-positions of the 
researcher, pre-conceptions of the researcher, transferability and the use of 
theoretical frameworks [340, 341] have been central throughout the conduct of this 
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thesis. The importance of reflexivity when generating knowledge through 
qualitative means has garnered increased attention in recent years [342]. 
Essentially, reflexivity involves focusing on the role of the self in knowledge creation 
and the impact that personal experiences, opinions and biases have on the research 
[343]. Acknowledging these biases is crucial when collecting and analysing 
qualitative data. 
Reflexivity 
My background is in Public Health and Health Promotion. My interest specifically in 
the field of suicide and self-harm arose when I took up a research position at the 
beginning of 2014 with the National Suicide Research Foundation. During this 
position, I worked on a number of projects but became particularly interested in 
the impact of suicide bereavement. This interest was sparked by a clinical PhD 
project that was ongoing at this time, which involved interviewing family members 
bereaved by suicide. While understanding the grief processes associated with 
suicide bereavement was important in itself, I was more concerned with gaining a 
better understand of how a person’s psychological, physical and social health are 
affected.  
During the first year of the PhD, I began to question how family members were 
impacted following a loved one’s high-risk self-harm. This was something that had 
been rarely researched and I therefore felt it was important to include this group in 
the research also. While, I do not have a personal experience of a family member 
engaging in suicide or self-harm, I feel this put the participant in a privileged 
position where they were imparting their knowledge of their experiences to me. 
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This was a particular advantage given the often described asymmetry between the 
researcher and the informant [344]. From a meta-position, not experiencing suicide 
bereavement or a family member’s high-risk self-harm did not affect the openness 
or depth of knowledge obtained during the interviews. In fact, being viewed as an 
‘outsider’ led many participants to disclose deeply personal details about 
themselves or their loved ones, which they had previously kept hidden from others 
for fear of negative reactions. This demonstrated to me that the participants felt 
safe in and trusted the interview process. I also feel that my non-experience of a 
family member’s suicidal behaviour meant that participants may have felt safer 
disclosing reactions such as relief, which may be purposely hidden due to feelings of 
shame and stigma.  
Preconceptions of the researcher 
However, not experiencing the suicide or self-harm of a family member inevitably 
resulted in pre-conceptions of the researcher about this experience, particularly in 
relation to the processes and health experiences following a family member’s 
suicide or high-risk self-harm. This is not inherently negative in qualitative research, 
as knowledge is partial and situated and it is understood that the effect of the 
researcher should be assessed [345]. The trajectory of grief (or anticipatory grief) 
for people experiencing a family member’s suicidal behaviour was largely unknown 
to me, except for information distilled from previous research on the topic. It was 
therefore important to adopt meta-positions, where the topic guides for the 
interviews were initially developed but were rarely consulted as the interviews 
proceeded more conversationally. Additionally, I was acutely aware of how I, as a 
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researcher, could be influencing the research process. To minimise this, I engaged 
in extensive interview training, which particularly focused on themes that are 
commonly present (mental illness, sexual abuse, substance abuse etc.) in cases of 
suicide and high-risk self-harm.  
Transferability 
While no study, irrespective of the method chosen, can be universally transferrable, 
it is important to consider the extent of transferability, which is based on one’s 
research question and sampling strategy [345]. The sampling of suicide-bereaved 
family members was done via accessing coroners records, people experiencing self-
harm were identified by approaching consecutive high-risk self-harm presentations 
to emergency departments. While this research was conducted in Cork city and 
county, this comprehensive sampling strategy allows the transferability of the 
research findings to the rest of the Republic of Ireland, and also potentially to 
countries which operate under the coronial system. 
Theoretical perspectives 
A number of theoretical models, including the Social-Ecological Model, the Growing 
Flower Model of Reintegration after Suicide, the Dual Process Model of Coping with 
Bereavement, Complicated Grief and Anticipatory Grief were used to inform the 
study framework. These theories aided in informing the overarching research 
question, while also providing a basis of understanding for the study results. 
Anticipatory grief has been particularly helpful in furthering our understanding of 
the impact of experiencing a family member’s high-risk self-harm.        
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The use of a non-selective sample of family members experiencing fatal and 
non-fatal suicidal behaviour is a key strength of this piece of research. This research 
conducted as part of this thesis has contributed significantly to addressing key 
research gaps in the literature. As a whole, this research contributes to an increased 
understanding of the health and social impact of experiencing a family member’s 
suicide or high-risk self-harm. It also provides information on the type of support 
services required by people experiencing a family member’s suicidal behaviour and 
suicide-bereaved family members’ experiences of the inquest process.  
The mixed methods approach allowed bridging the strengths and limitations 
of both quantitative and qualitative research. This research adopted the use of a 
variety of methods and methodologies based on their suitability to the research 
question. Additionally, a number of researchers in suicidology have called for the 
use of mixed methods approaches to further our understanding of the field [51, 
283]. A recent review of the published studies on suicide bereavement and 
postvention concluded that the majority were quantitative in nature, with 23% and 
7% being qualitative or mixed-methods research paradigms, respectively [346]. It 
has been argued that we require more research to understand suicidal behaviour, 
especially research that takes into account some of the contextual factors of the 
phenomena, including age, gender, employment status, culture and area-level 
characteristics. It is only through a mixed methods approach that we could fully 
examine the psychological, physical and psychosomatic impact of suicide 
bereavement, while also exploring the experiential health impact of fatal and non-
fatal suicidal behaviour from an individual perspective. A particularly interesting 
finding from the qualitative interviews with people experiencing a family member’s 
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high-risk self-harm found that four participants specifically spoke about adopting a 
healthier diet and exercise regime after the self-harm act. A quantitative study may 
have therefore found that experiencing high-risk self-harm may help to improve 
these lifestyle factors, but without providing an explanation of the potential 
mechanisms underlying this change. It was only through in-depth interviews that it 
became clear that these particular family members did not change their lifestyle for 
the sake of their own health per se, but rather to keep themselves emotionally and 
physically well in order to provide care for offspring or other dependents in the 
family. This reaction may have stemmed from the unpredictable nature of their 
family member’s behaviour which served as the motivation to keep themselves well 
to provide stability for the children involved. Therefore, this type of complex 
understanding of phenomena can only be furthered by qualitative research. This 
also underlines the benefits of both quantitative and qualitative research in order 
to provide a clearer and more context-specific picture of the impact of suicidal 
behaviour on family members in Ireland. 
 The sampling frame for Studies 5, 6 and 7 comprised of consecutive cases of 
suicide and high-risk self-harm and their respective family members recruited for 
the SSIS-ACE study. The consecutive nature of the recruitment process reduced the 
likelihood of sampling bias. A subset of family members who experienced the 
suicide or high-risk self-harm of a relative were approached to take part in the 
qualitative studies that formed the basis for three of the empirical studies included 
in this thesis. As these family members were recruited at the same time, the time 
since bereavement or self-harm is broadly similar for all participants. This minimises 
any differences with respect to experiences that may be due to time since loss. 
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Experiences would likely differ if the time since the event varied widely between 
participants, as research suggests that recent time since loss increases the level of 
traumatic distress experienced by people grieving a loved one’s death [347].  
 The qualitative study exploring the physical, psychological and 
psychosomatic health experiences following a family member’s high-risk self-harm 
is the first study of its kind. The research presented in Chapter 7 bridges this gap in 
the literature as strict criteria were used to identify people who engaged in high-
risk self-harm and their respective family members. Therefore, the participants that 
took part in the study were relatively homogenous with regard to the high-risk 
status of their family members’ self-harm. It would have been unhelpful to conduct 
interviews with people where some would have experienced high-risk self-harm of 
a family member, while others would have experienced low-risk self-harm, in the 
absence of taking into account suicidal intent.  
Previous research in this area has primarily focused on the psychological 
health impact of exposure to suicide or self-harm while neglecting physical and 
psychosomatic health experiences. In addition, most studies have focussed on one 
kinship, mostly parental experiences following offspring self-harm or suicide, which 
precludes the experiences of offspring, partners and siblings. This study addresses 
these gaps in the knowledge base by including a range of kinships, such as parents, 
offspring, partners and siblings exposed to a family member’s high-risk self-harm or 
suicide and to provide insights into the associated physical, psychological and 
psychosomatic health sequelae. This research provides greater insights and 
perspectives from a range of participants experiencing a family member’s suicide 
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and high-risk self-harm. Additionally, the response rate of 75% for the empirical 
studies conducted as part of this doctoral thesis exploring the impact of suicide 
bereavement and a family member’s high-risk self-harm was high.  
The author has had the opportunity to present this research at numerous 
national and international scientific conferences (Appendix 8). The author was also 
invited to write a blog post for the BMC Public Health summarising the main 
findings of the systematic review (Appendix 8). To date, three of the included 
studies have been published in peer-reviewed academic journals (Appendix 10), 
while one has been submitted and the other is currently under review. The research 
generated from this thesis received coverage in national and regional newspapers 
and radio stations.  
This thesis also has some limitations. Firstly, when conducting research, it is 
important to consider bias. Sources of bias in quantitative research include a flawed 
study design, selection bias, interviewer bias and confounders. Bias in qualitative 
research is not viewed as inherently negative, but something that is unavoidable 
and should be reflexively discussed, along with the researcher’s viewpoint, 
perspectives and biases [348]. Notwithstanding this, it is important to note that the 
quality of qualitative research is heavily dependent on the skills and biases of the 
researcher [349]. To minimise distress to participants interviewed and elements of 
researcher bias, including asking leading questions, I took part in extensive training 
provided by the National Suicide Research Foundation. I also took part in a week-
long external training course in qualitative interview training, which was run by the 
University of Oxford.  
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This training comprised many elements, including effectively identifying and 
dealing with those at risk of suicidality. The training also provided information on 
risk factors for suicidal behaviour that may be likely to be brought up by the 
participants during the interviews. These common themes included common 
mental health problems/diagnoses associated with suicidal behaviour, 
alcohol/substance abuse and physical/emotional/sexual abuse. Additionally, to 
examine any potential bias, I have previously discussed my personal account of the 
research process in order to be transparent about my worldview and 
preconceptions. This transparency is crucial to underline the rigour and 
trustworthiness of qualitative research [350]. I also considered this personal 
account in relation to the thesis findings to ensure that the findings were data 
driven. This research is also limited by the absence of a comparison group and 
detailed information on participants’ mental health and physical health prior to the 
suicide or to the start of self-harm by a family member. 
This thesis was also limited by the geographic area. The SSIS-ACE study 
which was used to sample people who experienced a family member’s suicide or 
high-risk self-harm was limited to Cork City and County. Therefore, people 
experiencing a family member’s fatal or non-fatal suicidal behaviour who reside in 
other counties in Ireland were not included in the study. Although Cork represents 
a mix of urban and rural locations, it is possible that if other more rural counties of 
Ireland were included in the study, there may have been different findings, 
especially with respect to stigma and shame. Additionally, diversity with respect to 
ethnic minorities was limited in this research. Of the twenty-seven interviews with 
people experiencing a family member’s fatal (n = 18) or non-fatal (n = 9) suicidal 
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behaviour, just one person was from an ethnic minority group, the Traveller 
Community. However, this may still be representative given that the proportion of 
ethnic minorities is relatively low compared to other countries. Members of the 
Traveller Community in Ireland represent a particularly at-risk ethnic minority 
group. Suicide accounts for 11% of all deaths within the Traveller Community, with 
the suicide rate 6 times higher than the national average [351].  
Finally, it is important to consider the context within which this research 
was undertaken. Ireland was the last country in Europe to decriminalise suicide in 
1993, which may mean that older family members bereaved by suicide in Ireland 
may endure more shame and stigma associated with the death, thereby 
exacerbating psychological and physical health impacts, than those in countries 
whose decriminalisation occurred decades earlier. It is also possible that family 
members who felt most stigmatised following the suicide may have declined to 
participate in the research. Furthermore, a recent population census reveals that 
over three-quarters of the population of Ireland self-identify as Roman Catholics. 
The Catholic Church viewed suicide as a crime previously and people who were 
suspected of dying by suicide were denied proper funeral rites and burial in church 
cemeteries until 1983. This deeply entrenched view that suicide is a crime may still 
be present in some Irish population subgroups, thereby leaving them unwilling or 
unable to take part in suicide bereavement research. 
8.8 Conclusions 
 
Experiencing a family member’s suicide or high-risk self-harm has psychological, 
physical and psychosomatic health impacts, but consequences can also extend to 
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social, work-related, community and societal consequences. Additionally, family 
members bereaved by suicide must also contend with the inquest process, which 
can be distressing and challenging. The current work utilised a mixed methods 
approach to examine and explore the impact of experiencing a family member’s 
fatal or non-fatal suicidal behaviour. This research also explored family member’s 
subsequent needs for support, from multiple viewpoints. The findings from this 
thesis have contributed to the theory around experiencing suicidal behaviour, as 
they provide evidence that experiencing a family member’s fatal or non-fatal 
suicidal behaviour has similar health and social impacts, as well as support needs. 
As a result of this, both groups should receive proactive facilitation of support by 
clinicians. Given the use of multiple methods, the innovative focus on physical and 
psychosomatic health impacts and the novel theoretical insights generated, this 
doctoral thesis represents a significant contribution to the field of self-harm and 









What is already known on this topic 
- People bereaved by suicide are at increased risk of developing mental health 
problems, including depression, anxiety and PTSD. 
- People bereaved by suicide are at increased risk of engaging in both fatal and non-
fatal suicidal behaviour. 
- People bereaved by suicide experience greater levels of perceived stigma, shame, 
responsibility and guilt after the death. 
 
What this thesis adds 
- The review was the first to systematically synthesise the available literature on the 
physical impact of suicide bereavement on family members and concluded that 
family members bereaved by suicide are at increased risk for a number of negative 
physical health outcomes, including CVD and diabetes. 
- Negative psychological, physical and psychosomatic health outcomes continue to 
impact people in excess of two years after a family member’s suicide or high-risk 
self-harm, indicating a continued need for specialised healthcare supports. 
- People experiencing a family member’s suicide or high-risk self-harm have broadly 
similar short and long-term psychological, psychosomatic and physical reactions, 
including depression, panic attacks, nausea, vomiting and hypertension. 
- Findings indicate a lack of formal and informal supports for people experiencing a 
family member’s suicide or high-risk self-harm, which needs to be addressed via 
timely access to specialist support.  
- The inquest can be challenging for family members bereaved by suicide. However, 
distress can be minimised by adequately informing family members of the purpose 
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Appendix 2: Completed PRISMA checklist 
 
Table 11: Completed PRISMA checklist for Study 1 
Section/topic # Checklist item Reported 
on page # 
TITLE 
Title  1 Identify the report as a systematic review, 





2 Provide a structured summary including, as 
applicable: background; objectives; data 
sources; study eligibility criteria, participants, 
and interventions; study appraisal and synthesis 
methods; results; limitations; conclusions and 
implications of key findings; systematic review 
registration number.  
2-3 
INTRODUCTION  
Rationale  3 Describe the rationale for the review in the 
context of what is already known.  
5 
Objectives  4 Provide an explicit statement of questions 
being addressed with reference to participants, 
interventions, comparisons, outcomes, and 





5 Indicate if a review protocol exists, if and where 
it can be accessed (e.g., Web address), and, if 
available, provide registration information 
including registration number.  
5-6 
Eligibility criteria  6 Specify study characteristics (e.g., PICOS, length 
of follow-up) and report characteristics (e.g., 
years considered, language, publication status) 




7 Describe all information sources (e.g., 
databases with dates of coverage, contact with 
study authors to identify additional studies) in 
the search and date last searched.  
6-7 
Search  8 Present full electronic search strategy for at 
least one database, including any limits used, 
such that it could be repeated.  
6, 37 
Study selection  9 State the process for selecting studies (i.e., 
screening, eligibility, included in systematic 








10 Describe method of data extraction from 
reports (e.g., piloted forms, independently, in 
duplicate) and any processes for obtaining and 
confirming data from investigators.  
7-8 
Data items  11 List and define all variables for which data were 
sought (e.g., PICOS, funding sources) and any 
assumptions and simplifications made.  
7 
Risk of bias in 
individual studies  
12 Describe methods used for assessing risk of bias 
of individual studies (including specification of 
whether this was done at the study or outcome 
level), and how this information is to be used in 




13 State the principal summary measures (e.g., risk 




14 Describe the methods of handling data and 
combining results of studies, if done, including 
measures of consistency (e.g., I2) for each meta-
analysis.  
NA 
Risk of bias 
across studies  
15 Specify any assessment of risk of bias that may 
affect the cumulative evidence (e.g., publication 




16 Describe methods of additional analyses (e.g., 
sensitivity or subgroup analyses, meta-




Study selection  17 Give numbers of studies screened, assessed for 
eligibility, and included in the review, with 
reasons for exclusions at each stage, ideally 




18 For each study, present characteristics for 
which data were extracted (e.g., study size, 
PICOS, follow-up period) and provide the 
citations.  
9-10 
Risk of bias 
within studies  
19 Present data on risk of bias of each study and, if 
available, any outcome level assessment (see 
item 12).  
10-11 
Results of 
individual studies  
20 For all outcomes considered (benefits or 
harms), present, for each study: (a) simple 
summary data for each intervention group (b) 
effect estimates and confidence intervals, 




21 Present the main results of the review. If meta-
analyses are done, include for each, confidence 
intervals and measures of consistency. 
12-18 
Risk of bias 
across studies  
22 Present results of any assessment of risk of bias 





23 Give results of additional analyses, if done (e.g., 
sensitivity or subgroup analyses, meta-





24 Summarize the main findings including the 
strength of evidence for each main outcome; 
consider their relevance to key groups (e.g., 
healthcare providers, users, and policy makers).  
18-20 
Limitations  25 Discuss limitations at study and outcome level 
(e.g., risk of bias), and at review-level (e.g., 
incomplete retrieval of identified research, 
reporting bias).  
20-22 
Conclusions  26 Provide a general interpretation of the results 
in the context of other evidence, and 
implications for future research.  
22-23 
FUNDING 
Funding  27 Describe sources of funding for the systematic 
review and other support (e.g., supply of data); 




















Appendix 3: Search Strategies for Study 1 
 
Table 12: Search strategy: Medline, Platform: OVID (n = 2,409) 
1. exp Suicide/ 
2. suicid*.mp. 
3. 1 or 2 




8. 4 or 5 or 6 or 7 
9. exp Family/ 
10. family.mp. 
11. exp Friends/ 
12. friend.mp. 
13. (relative* or parent* or mother* or father* or sibling* or offspring* or 
child* or brother* or sister*).mp 
14. Survivors/ 
15. Survivor*.mp. 
16. 9 or 10 or 11 or 12 or 13 or 14 or 15 
17. 3 and 8 
18. exp Genetic Predisposition to Disease/ 
19. exp Family Characteristics/ 
20. familial.mp. 
21. family history.mp. 
22. genetic predisposition.mp. 
23. 18 or 19 or 20 or 21 or 22 
24. 3 and 23 
25. 17 or 24 
26. 16 and 25   
27. exp Suicide/ 
28. suicid*.mp. 
29. 1 or 2 




34. 4 or 5 or 6 or 7 
35. exp Family/ 
300 
36. family.mp. 
37. exp Friends/ 
38. friend.mp. 
39. (relative* or parent* or mother* or father* or sibling* or offspring* or 




























Table 13: Search strategy: EMBASE, Platform: Elsevier (n = 1,868) 
1. ‘suicide’/exp 
2. suicid* 










13. relative* or parent* or mother* or father* or sibling* or offspring* or 
child* or brother* or sister* 
14. ‘survivors’/de 
15. survivor* 
16. #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR #15 
17. #3 AND #8 
18. ‘genetic predisposition’/exp 
19. ‘family size’/exp 
20. familial 
21. ‘family history’ 
22. ‘genetic predisposition’ 
23. #18 OR #19 OR #20 OR #21 OR #22 
24. #3 AND #23 
25. #17 OR #24 













Table 14: Search strategy: PsycINFO, Platform: EBSCO (n = 1,750) 
1. DE “Suicide” 
2. SU suicid* OR TI suicid* OR AB suicid* 
3. 1 OR 2 
4. DE “Bereavement” OR DE “Grief” 
5. SU bereav* OR TI bereav* OR AB bereav* 
6. SU grief OR TI grief OR AB grief 
7. SU griev* OR TI griev* OR AB griev* 
8. 4 OR 5 OR 6 OR 7 
9. DE “Family” OR DE “Biological Family” OR DE “Extended Family” OR DE 
“Family of Origin” OR DE “Interethnic Family” OR DE “Interracial Family” 
OR DE “Military Families” OR DE “Nuclear Family” OR DE 
“Schizophrenogenic Family” OR DE “Stepfamily” 
10. SU family OR TI family OR AB family 
11. SU friend* OR TI friend* OR AB friend* 
12. SU (relative* or parent* or mother* or father* or sibling* or offspring* or 
child* or brother* or sister*) OR TI (relative* or parent* or mother* or 
father* or sibling* or offspring* or child* or brother* or sister*) OR AB 
(relative* or parent* or mother* or father* or sibling* or offspring* or 
child* or brother* or sister*) 
13. DE “Survivors” 
14. SU survivor* OR TI survivor* OR AB survivor* 
15. 9 OR 10 OR 11 OR 12 OR 13 OR 14 
16. 3 AND 8 
17. SU genetic predisposition to disease OR TI genetic predisposition to 
disease OR AB genetic predisposition to disease 
18. SU family characteristics OR TI family characteristics OR AB family 
characteristics 
19. SU familial OR TI familial OR AB familial 
20. SU family history OR TI family history OR AB family history 
21. 17 OR 18 OR 19 OR 20 
22. 3 AND 21 
23. 16 AND 23 
24. 15 AND 23 
25. DE “Suicide” 
26. SU suicid* OR TI suicid* OR AB suicid* 
27. 1 OR 2 
28. DE “Bereavement” OR DE “Grief” 
29. SU bereav* OR TI bereav* OR AB bereav* 
303 
30. SU grief OR TI grief OR AB grief 
31. SU griev* OR TI griev* OR AB griev* 
32. 4 OR 5 OR 6 OR 7 
33. DE “Family” OR DE “Biological Family” OR DE “Extended Family” OR DE 
“Family of Origin” OR DE “Interethnic Family” OR DE “Interracial Family” 
OR DE “Military Families” OR DE “Nuclear Family” OR DE 
“Schizophrenogenic Family” OR DE “Stepfamily” 
34. SU family OR TI family OR AB family 
35. SU friend* OR TI friend* OR AB friend* 
36. SU (relative* or parent* or mother* or father* or sibling* or offspring* or 
child* or brother* or sister*) OR TI (relative* or parent* or mother* or 
father* or sibling* or offspring* or child* or brother* or sister*) OR AB 
(relative* or parent* or mother* or father* or sibling* or offspring* or 
child* or brother* or sister*) 
37. DE “Survivors” 
38. SU survivor* OR TI survivor* OR AB survivor* 
39. 9 OR 10 OR 11 OR 12 OR 13 OR 14 


















Table 15: Search strategy: CINAHL, Platform: EBSCO (n = 932) 
1. (MH “Suicide+”) 
2. SU suicid* OR TI suicid* OR AB suicid* 
3. 1 OR 2 
4. (MH “Bereavement+”) 
5. SU bereav* OR TI bereav* OR AB bereav* 
6. SU grief OR TI grief OR AB grief 
7. SU griev* OR TI griev* OR AB griev* 
8. 4 OR 5 OR 6 OR 7 
9. (MH “Family+”) 
10. SU family OR TI family OR AB family 
11. SU friend* OR TI friend* OR AB friend* 
12. SU (relative* or parent* or mother* or father* or sibling* or offspring* or 
child* or brother* or sister*) OR TI (relative* or parent* or mother* or 
father* or sibling* or offspring* or child* or brother* or sister*) OR AB 
(relative* or parent* or mother* or father* or sibling* or offspring* or 
child* or brother* or sister*) 
13. (MH “Survivors”) 
14. SU survivor* OR TI survivor* OR AB survivor* 
15. 9 OR 10 OR 11 OR 12 OR 13 OR 14 
16. 3 AND 8 
17. SU genetic predisposition to disease OR TI genetic predisposition to 
disease OR AB genetic predisposition to disease 
18. (MH “Family Characteristics+”) 
19. SU familial OR TI familial OR AB familial 
20. SU family history OR TI family history OR AB family history 
21. 17 OR 18 OR 19 OR 20 
22. 3 AND 21 
23. 16 AND 22 
24. 15 AND 23 
25. (MH “Suicide+”) 
26. SU suicid* OR TI suicid* OR AB suicid* 
27. 1 OR 2 
28. (MH “Bereavement+”) 
29. SU bereav* OR TI bereav* OR AB bereav* 
30. SU grief OR TI grief OR AB grief 
31. SU griev* OR TI griev* OR AB griev* 
32. 4 OR 5 OR 6 OR 7 
33. (MH “Family+”) 
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34. SU family OR TI family OR AB family 
35. SU friend* OR TI friend* OR AB friend* 
36. SU (relative* or parent* or mother* or father* or sibling* or offspring* or 
child* or brother* or sister*) OR TI (relative* or parent* or mother* or 
father* or sibling* or offspring* or child* or brother* or sister*) OR AB 
(relative* or parent* or mother* or father* or sibling* or offspring* or 
child* or brother* or sister*) 
37. (MH “Survivors”) 
38. SU survivor* OR TI survivor* OR AB survivor* 
39. 9 OR 10 OR 11 OR 12 OR 13 OR 14 
40. 3 AND 8 
41. SU genetic predisposition to disease OR TI genetic predisposition to 






















Appendix 4: List of excluded studies for Study 1 
 
Table 16: List of excluded studies for Study 1 
Study ID Reason for Exclusion 
Agerbo et al [38] Use of non-bereaved controls; not outcome of interest 
Boelen et al [352] Not exposure of interest  
Bolton et al [353] Results not presented separately for mode of death 
Brent et al [354] Use of non-bereaved controls; not outcome of interest 
Brent et al [133] Use of non-bereaved controls; not outcome of interest 
Brent et al [84] No comparison group; not outcome of interest 
Brent et al [355] Use of non-bereaved controls; not outcome of interest 
Brent et al [175] Not exposure of interest; not outcome of interest 
Bron et al [356] Not outcome of interest 
Byrne and Raphael [357] Use of non-bereaved controls; not exposure of interest 
Cerel et al [358] Not outcome of interest 
Cerel et al [359] No comparison group; not outcome of interest 
Chen et al [360] Not exposure of interest 
Clarke and Wrigley [361] Use of non-bereaved controls 
Cleiren et al [362] Not outcome of interest 
Cho et al [363] Use of non-bereaved controls 
De Groot et al [173] Not outcome of interest 
Dyregrov and Dyregrov 
[30] 
No comparison group  
Erlangsen et al [364] Not exposure of interest; not outcome of interest  
Feigelman et al [259] Not outcome of interest  
Feigelman et al [247] Not outcome of interest 
Floyd et al [365] Use of non-bereaved controls; not outcome of interest 
Hamdan et al [366] No comparison group; not outcome of interest 
Hamdan et al [367] No comparison group; not outcome of interest 
Harrington et al [368] Narrative review; not exposure of interest; not 
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population of interest 
Kovarsky [369] Not outcome of interest 
Levav et al [370] Not exposure of interest 
Kvikstad et al [371] Results not presented separately for mode of death 
Li et al [372] Not exposure of interest; not outcome of interest 
Li et al [373] Results not presented separately for mode of death 
Lohan and Murphy [374] Not exposure of interest; not outcome of interest 
McIntosh and Kelly 
[375] 
Not outcome of interest 
Melhem et al [376] Not outcome of interest 
Melhem et al [85] Not outcome of interest 
Melhem et al [377] Not outcome of interest 
Mitchell et al [378] No comparison group 
Mittendorfer-Rutz et al 
[29] 
Use of non-bereaved controls; not exposure of interest 
Muniz-Cohen et al [379] Use of non-bereaved controls; not outcome of interest 
Murphy et al [380] Randomised Controlled Trial 
Murphy et al [381] Results not presented separately for mode of death 
Murphy et al [382] Results not presented separately for mode of death 
Murphy et al [383] Not outcome of interest 
Murphy et al [384] Results not presented separately for mode of death 
Murphy et al [385] Not outcome of interest 
Murphy et al [255] Randomised Controlled Trial 
Pitman et al [28] Not outcome of interest 
Prigerson et al [386] Not exposure of interest 
Qin et al [387] Not exposure or outcome of interest; use of non-
bereaved controls 
Range et al [388] Not outcome of interest 
Rostila et al [389] Not outcome of interest 
Rostila et al [390] Not outcome of interest 
Rubenowitz et al [391] Use of non-bereaved controls 
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Saarinen et al [392] No comparison group 
Ségal [393] Not outcome of interest 
Séguin et al [394] Not outcome of interest 
Sorensen et al [395] Not outcome of interest 
Wolchik et al [396] Not outcome of interest 
Zetamer et al [397] Not outcome of interest 
Zisook and Lyons [398] Results not presented separately for mode of death 
Zisook and Shuchter 
[399] 























Appendix 5: COREQ checklists for qualitative components of thesis  
 
Table 17: COREQ checklist for Study 2 
No.  Item  
 
Guide questions/description Reported on 
Page # of 
published 
paper(s) 
Domain 1: Research team and reflexivity  
Personal Characteristics  
1. Interviewer/facilitator Which author/s conducted the 
interview or focus group?  
6 (in protocol) 
2. Credentials What were the researcher’s 
credentials? E.g. PhD, MD  
6 (in protocol) 
3. Occupation What was their occupation at the 
time of the study?  
6 (in protocol) 
4. Gender Was the researcher male or female?  6 (in protocol) 
5. Experience and training What experience or training did the 
researcher have?  
6 (in protocol) 
Relationship with participants  
6. Relationship established Was a relationship established prior 
to study commencement?  
3 (in protocol) 
7. Participant knowledge of 
the interviewer  
What did the participants know 
about the researcher? e.g. personal 
goals, reasons for doing the 
research  
4 (in protocol) 
8. Interviewer characteristics What characteristics were reported 
about the inter viewer/facilitator? 
e.g. Bias, assumptions, reasons and 
interests in the research topic  
6 (in protocol) 
Domain 2: study design  
Theoretical framework  
9. Methodological orientation 
and Theory  
What methodological orientation 
was stated to underpin the study? 
e.g. grounded theory, discourse 
analysis, ethnography, 
phenomenology, content analysis  
3 (in protocol) 
Participant selection  
10. Sampling How were participants selected? 
e.g. purposive, convenience, 





11. Method of approach How were participants approached? 
e.g. face-to-face, telephone, mail, 
email  
5 
12. Sample size How many participants were in the 
study?  
5-6 
13. Non-participation How many people refused to 




14. Setting of data collection Where was the data collected? e.g. 
home, clinic, workplace  
7 
15. Presence of non-
participants 
Was anyone else present besides 
the participants and researchers?  
3 (in protocol) 
16. Description of sample What are the important 
characteristics of the sample? e.g. 
demographic data, date  
8 
Data collection  
17. Interview guide Were questions, prompts, guides 
provided by the authors? Was it 
pilot tested?  
5 (in protocol) 
18. Repeat interviews Were repeat inter views carried 
out? If yes, how many?  
5 
19. Audio/visual recording Did the research use audio or visual 
recording to collect the data?  
5 
20. Field notes Were field notes made during 
and/or after the interview or focus 
group? 
4 
21. Duration What was the duration of the inter 
views or focus group?  
7 
22. Data saturation Was data saturation discussed?  6 (in protocol) 
23. Transcripts returned Were transcripts returned to 
participants for comment and/or 
correction?  
6 (in protocol) 
Domain 3: analysis and findings  
Data analysis  
24. Number of data coders How many data coders coded the 
data?  
8 
25. Description of the coding 
tree 
Did authors provide a description of 
the coding tree?  
9-16 
26. Derivation of themes Were themes identified in advance 
or derived from the data?  
5-6 (in 
protocol), 8 
27. Software What software, if applicable, was 
used to manage the data?  
8 
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28. Participant checking Did participants provide feedback 
on the findings?  
6 (in protocol) 
Reporting  
29. Quotations presented Were participant quotations 
presented to illustrate the 
themes/findings? Was each 
quotation identified? e.g. 
participant number  
9-16 
30. Data and findings 
consistent 
Was there consistency between the 
data presented and the findings?  
20-21 
31. Clarity of major themes Were major themes clearly 
presented in the findings?  
9-16 
32. Clarity of minor themes Is there a description of diverse 
cases or discussion of minor 























Table 18: COREQ checklist for Study 3 
No.  Item  
 
Guide questions/description Reported on 
Page # of 
thesis 
document 
Domain 1: Research team and reflexivity  
Personal Characteristics  
1. Interviewer/facilitator Which author/s conducted the 
interview or focus group?  
176 
2. Credentials What were the researcher’s 
credentials? E.g. PhD, MD  
176 
3. Occupation What was their occupation at the 
time of the study?  
176 
4. Gender Was the researcher male or female?  176 
5. Experience and training What experience or training did the 
researcher have?  
176 
Relationship with participants  
6. Relationship established Was a relationship established prior 
to study commencement?  
176 
7. Participant knowledge of 
the interviewer  
What did the participants know 
about the researcher? e.g. personal 
goals, reasons for doing the 
research  
176-177 
8. Interviewer characteristics What characteristics were reported 
about the interviewer/facilitator? 
e.g. Bias, assumptions, reasons and 
interests in the research topic  
176-177 
Domain 2: study design  
Theoretical framework  
9. Methodological orientation 
and Theory  
What methodological orientation 
was stated to underpin the study? 
e.g. grounded theory, discourse 
analysis, ethnography, 
phenomenology, content analysis  
174-175 
Participant selection  
10. Sampling How were participants selected? 
e.g. purposive, convenience, 
consecutive, snowball  
175-176 




How were participants approached? 




12. Sample size How many participants were in the 
study?  
175-176 
13. Non-participation How many people refused to 




14. Setting of data collection Where was the data collected? e.g. 
home, clinic, workplace  
176 
15. Presence of non-
participants 
Was anyone else present besides 
the participants and researchers?  
176 
16. Description of sample What are the important 
characteristics of the sample? e.g. 
demographic data, date  
175-176 
Data collection  
17. Interview guide Were questions, prompts, guides 
provided by the authors? Was it 
pilot tested?  
177 
18. Repeat interviews Were repeat interviews carried out? 
If yes, how many?  
177 
19. Audio/visual recording Did the research use audio or visual 
recording to collect the data?  
178 
20. Field notes Were field notes made during 
and/or after the interview or focus 
group? 
178 
21. Duration What was the duration of the inter 
views or focus group?  
177 
22. Data saturation Was data saturation discussed?  178 
23. Transcripts returned Were transcripts returned to 
participants for comment and/or 
correction?  
N/A 
Domain 3: analysis and findings  
Data analysis  
24. Number of data coders How many data coders coded the 
data?  
178 
25. Description of the coding 
tree 
Did authors provide a description of 
the coding tree?  
178 
26. Derivation of themes Were themes identified in advance 
or derived from the data?  
178 
27. Software What software, if applicable, was 
used to manage the data?  
178 
28. Participant checking 
 
 
Did participants provide feedback 




29. Quotations presented Were participant quotations 
presented to illustrate the 
themes/findings? Was each 
quotation identified? e.g. 
participant number  
180-190 
30. Data and findings 
consistent 
Was there consistency between the 
data presented and the findings?  
180-190 
31. Clarity of major themes Were major themes clearly 
presented in the findings?  
180-190 
32. Clarity of minor themes Is there a description of diverse 
cases or discussion of minor 
























Table 19: COREQ checklist for Study 4 
No.  Item  
 
Guide questions/description Reported 
on Page # 
Domain 1: Research team and reflexivity  
Personal Characteristics  
1. Interviewer/facilitator Which author/s conducted the 
interview or focus group?  
201 
2. Credentials What were the researcher’s 
credentials? E.g. PhD, MD  
201 
3. Occupation What was their occupation at the time 
of the study?  
201 
4. Gender Was the researcher male or female?  201 
5. Experience and training What experience or training did the 
researcher have?  
201 
Relationship with participants  
6. Relationship established Was a relationship established prior to 
study commencement?  
201 
7. Participant knowledge of 
the interviewer  
What did the participants know about 
the researcher? e.g. personal goals, 
reasons for doing the research  
201 
8. Interviewer characteristics What characteristics were reported 
about the interviewer/facilitator? e.g. 
Bias, assumptions, reasons and 
interests in the research topic  
201 
Domain 2: study design  
Theoretical framework  
9. Methodological orientation 
and Theory  
What methodological orientation was 
stated to underpin the study? e.g. 
grounded theory, discourse analysis, 
ethnography, phenomenology, content 
analysis  
201-202 
Participant selection  
10. Sampling How were participants selected? e.g. 
purposive, convenience, consecutive, 
snowball  
199-201 
11. Method of approach How were participants approached? 
e.g. face-to-face, telephone, mail, email  
199-201 






How many people refused to 




14. Setting of data collection Where was the data collected? e.g. 
home, clinic, workplace  
201 
15. Presence of non-
participants 
Was anyone else present besides the 
participants and researchers?  
201 
16. Description of sample What are the important characteristics 
of the sample? e.g. demographic data, 
date  
203-204 
Data collection  
17. Interview guide Were questions, prompts, guides 




18. Repeat interviews Were repeat interviews carried out? If 
yes, how many?  
N/A 
19. Audio/visual recording Did the research use audio or visual 
recording to collect the data?  
202 
20. Field notes Were field notes made during and/or 
after the interview or focus group? 
201 
21. Duration What was the duration of the 
interviews or focus group?  
203 
22. Data saturation Was data saturation discussed?  201-202 
23. Transcripts returned Were transcripts returned to 
participants for comment and/or 
correction?  
N/A 
Domain 3: analysis and findings  
Data analysis  
24. Number of data coders How many data coders coded the data?  202 
25. Description of the coding 
tree 
Did authors provide a description of the 
coding tree?  
202, 204 
26. Derivation of themes Were themes identified in advance or 
derived from the data?  
202-204 
27. Software What software, if applicable, was used 
to manage the data?  
201 
28. Participant checking Did participants provide feedback on 
the findings?  
N/A 
Reporting  
29. Quotations presented Were participant quotations presented 
to illustrate the themes/findings? Was 
each quotation identified? e.g. 
participant number  
205-223 
30. Data and findings 
consistent 
 
Was there consistency between the 
data presented and the findings?  
205-223 
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31. Clarity of major themes Were major themes clearly presented 
in the findings?  
205-223 
32. Clarity of minor themes Is there a description of diverse cases or 






























Appendix 6: Topic guide for Study 4 
 
Table 20: Topic guide for people experiencing a family member's high-risk self-
harm 
Introduction  Prompts 
Can you talk to me about your relationship 
with [name of family member]? 
-How do you spend time together? 
-What’s that like for you? 
The self-harm act 
Can you tell me about what happened when 
[name of family member] harmed 
him/herself? 
-What was going on at the time? 
-What did he/she do? 
-How did you find out 
-How did you feel when you found 
out? 
The impact of the self-harm act on you 
How did you feel physically in the immediate 
aftermath of [name of family member’s] self-
harm act? 
 
How was your physical health before [name of 
family member’s] self-harm act? 
-Presence of or new diagnosis of 
health condition 
-Worsening of existing health 
conditions 
-Changes in diet, exercise, sleeping 
patterns and substance use 
How has your physical health been after [name 
of family member’s] self-harm act? 
-Presence of or new diagnosis of 
health condition 
-Worsening of existing health 
conditions 
-Changes in diet, exercise, sleeping 
patterns and substance use 
How was your mental health before [name of 
family member’s] self-harm act? 
-Feelings of stress or worry 
-New diagnosis of health condition 
-Worsening of existing health 
conditions 
How has your mental health been after [name 
of family member’s] self-harm act? 
-Feelings of stress or worry 
-New diagnosis of health condition 




How has your sense of wellbeing been since 
[name of family member’s] self-harm act? 
-Experiencing negative thoughts 
-Experiencing positive thoughts 




The familial and social impact of your family member harming themselves 
How do you think [name of family member’s] 
self-harm act has affected your life? 
-Social/work life 
-Outlook on life 
Can you tell me how [name of family 
member’s] self-harm act has affected your 
family? 
-Changes in familial relationships 
Have any physical illnesses you have 
experienced after [name of family member’s] 
self-harm act affected your social/work life? 
 
Support services 
Can you tell me what supports you have 
received from family and friends following 
[name of family member’s] self-harm act? 
-Did your family/friends know 
about the self-harm? 
-How did they respond? 
Can you talk to me about any support services 
that you have found helpful/unhelpful? What 
made them helpful/unhelpful?  
 
Is there any particular support service that you 
would like to see in the immediate aftermath 
of a family member coming to hospital 
following a self-harm act? 
 
Is there any particular support service that you 
would like to see in the medium to long term 
following a family member coming to hospital 
following a self-harm act? 
 
Do you have a message to: 
- Healthcare professionals? 
- Mental health services or counsellors? 
- Others who have had a relative 
attempt suicide? 
- People contemplating suicide? 
 
Is there anything you would like to add before 




Appendix 7: Supporting material from Study 4 
 
Supplementary data analysis material for Chapter 7 (Study 4) 
Table 21: Participant contribution to superordinate theme 'Implications for health 
and wellbeing' 
Participant Transcript Cross Reference 
1 128, 131, 135, 140, 180, 181, 183, 190, 193, 194, 195, 200, 207 
2 217-223, 225-236, 239-242, 286-307 
4 72, 79, 83-88, 121-131, 133-138, 165-170 
5 177-180, 185-186, 285-291, 296-303, 498-501 
6 96-110, 154-165, 256-272, 279-288, 458-466, 467-480, 577-580 
7 223-226, 236-243, 283, 303, 323-336, 338-350, 358-365, 408-416, 
440-446, 450-457, 465-475, 525 
8 204-249, 254-255, 482-494, 498-507, 528-529, 538-543, 749-758, 
761, 763, 904-924, 927-965, 1164-1167 










Table 22: Participant contribution to superordinate theme 'Process of meaning-
making' 
Participant Transcript Cross Reference 
1 13-18, 42-51, 65-86, 75-91, 124-133, 141-166 
2 40-44, 46-51, 148-155, 165, 251-257, 260-270, 415-425, 462-465 
3 31-35, 65-95, 97-101, 103-127, 129-141, 148-158, 162-182, 186-
194, 208-219, 221-243, 262-270, 322-325, 393-401, 403-405 
4 20-32, 61-66, 111-116, 140-157, 159-162, 183-186 
6 39-44, 46-51, 60-71, 90-93, 102-110, 118-121, 362-370, 378-392, 
399-405, 586-600, 713-717, 815-823 
7 13-27, 33-35, 42-49, 114-123, 128-130, 179-192, 307-310, 323-
350, 344-350, 358-366, 449-464, 477-479 
8 84-92, 155-160, 204-249, 336-344, 389-398, 1146-1154, 1234-
1258, 1261-1275, 1277-1293, 1302-1312 
9 35-43, 56-67, 69-81, 99-102, 113-122, 138-140, 149-152, 154-157, 












Table 23: Participant contribution to superordinate theme 'Feelings of 
responsibility' 
Participant Transcript Cross Reference 
1 53-57, 75-77, 170-181, 196-219, 212-233, 269-277,  279-286, 288- 
290, 309-319 
2 219-223, 225-236, 237-242, 245-257 
4 3-6, 9-10, 20-25, 27-32, 47-50, 75-96, 103-104, 124-135, 274-275 
6 243-254, 415-426, 439-448, 458-460, 464-472, 563-572  
7 126-130, 223-243, 315-350, 352-354, 358-366, 426-442, 450-464, 
466-475, 484-496, 502-507 
8 56-74, 204-249, 336-367, 389-398, 400-451, 464-494, 517-543, 
631-669, 714-724, 728-758, 739-746, 749-782, 788-814, 1146-
1160, 1261-1275, 1315-1343 
9 83-88, 144-159, 184-192, 193-195, 226-239, 313-327, 340-348, 













Table 24: Participant contribution to superordinate theme 'Challenges with 
support network'  
Participant Transcript Cross Reference 
1 253-264, 265-277, 279-290, 300-307, 309-329, 336-332, 399-402, 
407-411 
2 143-146, 462-474, 477-493, 498-510, 512-530, 532-542 
3 37-44, 45-51, 166, 196-205, 212-236, 236-251, 282-316, 330-362  
4 103-104, 210-219, 294-302, 316-335, 336-343, 347-355, 358-376 
5 339-344, 346-358, 360-376, 378-386, 394-402, 450-463, 472-479, 
580-581, 585-594, 689-717, 795-801, 823-829, 832-844, 928-931 
6 157-167, 170-183, 173-185, 185-212, 292-319, 583-597, 604-607, 
623-640, 648-652, 692-697, 699-704, 720-723, 734-758, 761-763, 
765-774, 778-780  
8 80-90, 204-226, 464-494, 1026-1077, 1107-1110, 1134-1158, 
1197-1230, 1336-1358 
9 56-67, 69-111, 141-160, 161-186, 321-327, 327-348, 405-410, 












Appendix 8: Research output, dissemination, training and contributions 
 
Research from this thesis has been published in peer-reviewed academic journals 
(Table 25). The candidate has also contributed to other additional non-thesis 
related publications (Table 26). This research has also been presented at numerous 
national and international conferences (Table 27). The candidate has made 
significant contributions to the School of Public Health throughout the course of her 
doctoral studies (Table 28) and has also completed a number of academic courses 
and modules (Table 29). The results of this PhD have also received significant 
attention from media outlets across Ireland (Table 30).  
Table 25: Publications from this thesis 
Year Reference for peer-reviewed publication 
2017 Spillane A, Larkin C, Corcoran P, et al. Physical and psychosomatic health 
outcomes in people bereaved by suicide compared to people bereaved by other 
modes of death: a systematic review. BMC Public Health 2017; 17:1  
2017 Spillane A, Larkin C, Corcoran P, et al. What are the physical and psychological 
health effects of suicide bereavement on family members? Protocol for an 
observational and interview mixed methods study in Ireland. BMJ Open 2017; 7 
2018 Spillane A, Matvienko-Sikar K, Larkin C, et al. What are the physical and 
psychological health effects of suicide bereavement on family members? An 
observational and interview mixed methods study in Ireland. BMJ Open 2018; 
13; 8 
325 
2018 Spillane A, Matvienko-Sikar K, Larkin C, et al. To explore how suicide-bereaved 
family members experience the inquest process: A qualitative study. Accepted 
for publication in the International Journey of Qualitative Studies in Health and 
Well-being 
2018 Spillane A, Matvienko-Sikar K, Larkin C, Arensman A. How do people experience 
a family member’s high-risk self-harm? An interpretative phenomenological 
analysis. Under review with Archives of Suicide Research 
 
Table 26: Additional non-thesis related publications  
Year Reference for peer-reviewed publication 
2018 McTernan N, Spillane A, O’Regan G et al. Media reporting of suicide and 
adherence to media guidelines. International Journal of Social Psychiatry (In 
Press) 
 
Table 27: Conference presentations during the PhD 










Physical and psychosomatic 
health outcomes in people 
bereaved by suicide 
compared to people 
bereaved by other modes of 





5th Annual Manchester 
Suicide Bereavement 
Conference, 
Manchester, England  
Physical and psychosomatic 
health outcomes in people 
bereaved by suicide 
compared to people 
bereaved by other modes of 
Poster 
326 






Institute Research Day, 
Cork 
Best practice in research 
addressing suicidal behaviour 





New Horizons Research 
Conference, Cork 
Physical and psychosomatic 
health outcomes in people 
bereaved by suicide 
compared to people 
bereaved by other modes of 




29th World Congress of 
the International 
Association for Suicide 
Prevention (IASP), 
Borneo, Malaysia 
The physical and 
psychological health effects 
of suicide bereavement on 





29th World Congress of 
the International 
Association for Suicide 
Prevention (IASP) 
Borneo, Malaysia 
Physical and psychosomatic 
health outcomes in people 
bereaved by suicide 
compared to people 
bereaved by other modes of 









The physical and 
psychological health effects 
of suicide bereavement on 






New Horizons Research 
Conference, Cork 
What are the physical and 
psychological health effects 
of suicide bereavement on 






4th Annual SPHeRE 
Conference, Dublin 
What are the physical and 
psychological health effects 
of suicide bereavement on 












and ethical challenges in 






32nd Annual Conference 
of the European Health 
Psychology Society, 
Galway, Ireland 
How do people experience a 
family member’s highly lethal 







Symposium on Suicide 
and Suicidal Behaviour, 
Ghent, Belgium 
How do people experience a 
family member's high risk 




Table 28: Contributions to the School of Public Health 
Type of contribution Details of contribution  
Funding  Awarded a travel bursary from the College of 
Medicine and Health in April 2017 to attend the 29th 
IASP conference in Borneo, Malaysia 
 Awarded a free place to attend and give an oral 
presentation at the 61st Society for Social Medicine 
Annual Scientific Meeting in Manchester, England, 
September 2017 
BSc lecturing Lectured BSc Public Health students for the academic years 
2014-2015, 2015-2016, 2016-2017, 2017-2018 
Tutoring Tutored two BSc Public Health students for the academic 
years 2015-2016 and 2016-2017 on a number of subjects, 
including Epidemiology, Politics and Health, Nutrition and 
Health Economics  
Lecturing Lectured Health Information Systems (HIS) module for the 
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academic years 2015-2016 and 2016-2017 
Supervision Co-supervised a Masters of Public Health student during her 
compulsory work placement during the academic year 2016-
2017 
Facilitation Co-facilitated focus groups with secondary school students 
as part of research study for another PhD candidate in the 
School of Public Health, October 2016 
Correcting  Marked third year BSc placement portfolios during academic 
year 2016-2017 
 
Table 29: Courses and training completed during the PhD 
Year Course Facilitator 
2014 NVivo Qualitative Software, Day 1 and 2  Mr Ben Meehan 
2014 PG7016 Systematic Reviews for the Health 
Sciences 
Prof John Browne 
2014 The Importance of Academic Feedback Dr Amanda Slevin 
2014 Presentation Skills Irish Times 
representative  
2015 Code of Good Practice in Research Prof John Browne 
2015 Introduction to Qualitative Research 
Methods: Oxford 
Dr Jenny Hislop 
2015-2016 PG6003 Teaching and Learning  Dr James Cronin 
2016 What is Your Contribution? Dr Sarah Barry  
2016 Writing Skills Prof Ivan Perry  
2016 Research Troubleshooting Prof Ruairi Brugha  
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2017 Getting Research into Policy Dr Carlos Bruen 
2017 Communicating your Research into Policy Dr Carlos Bruen, Sara 
McAleese & Conor 
Keegan 
2018 Evidence and Policy Making in a Political 
Context 
Prof Paul Cairney 
2018 Becoming a Research Leader in Population 
Health and Health-Services Research 
Prof Patricia Kearney 
2018 Grant Preparation and Writing Dr Kathleen Bennett 
2018 Dealing with the Media Ms Amanda Dunleavy 
 
Table 30: Media coverage of PhD output 
Month/Year Media outlet Details 
15th May 
2018 
Evening Echo  
(Newspaper) 
‘Mental and physical health of people bereaved by 
suicide should be assessed, study finds’ 









‘Family members bereaved by suicide suffer health 
issues’ 








The Times  
(Newspaper) 
Relatives of suicide victims ‘must be made HSE 
priority’ 






KCLR Live 96fm 
(Radio station) 
Interview with radio station in Kilkenny and Carlow 
– KCLR Live programme  













Interview with radio station in Dublin North East – 
Lifeline Programme  






Interview with radio station in Dublin North East – 
Northside Today programme  







Appendix 9: PDF versions of the three published studies  
 
 
 
 
